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SHALL WE NATIONALIZE MEDICINE ?* 


Lord HORDER, G.C.V.0., M.D., F.R.C.P. 


When you saw the title of my Address you may have been 
inclined at first to accuse me of introducing still another word 
or phrase into our discussions of a subject that interests us all 
just now, and so of increasing the confusion likely to result 
already from the use of rather loosely defined terms. This 
would have been a very poor way of showing my appreciation 
of the‘honour you have paid me by inviting me to give this 
address. I hope to show you that I am really clarifying the 
position when I speak of nationalizing medicine. By nationaliz- 
ing med'cine | mean doing with medicine what the Socialist 
desires to do with the land, the banks, the coal mines, and the 
tailways—bring them under the control of the State. This is 
equivalent to a whole-time State service for all doctors, and 
that is what I mean by “ nationalized medicine.” 


State Medicine : Confusion in Terms 


. 


The term “State medicine” is not free from ambiguity, for 
we have a State Medical Service already—a service which 
is certain to extend after the war. “Socialized medicine "— 
another term that is being used quite often—is more ambiguous 
still. Socialists use the term “ State medicine ” and “ socialized 
medicine * as synonymous.’ They mean by both that the State 
fakes control of the medical profession in all its branches and 
in all the media through which it operates. But “socialized 
medicine * may have another connotation : it may mean making 
medicine more accessible to the people ; and, as I believe, this 
may be done without nationalizing the medical profession. 

Then there is confusion as between “socialized medicine ” 
and the new term “ social medicine.” Since Prof. Ryle occupies 
the first chair in social medicine, and is its chief apostle, we 
may accept his definition without demur. Social medicine, he 
says, is concerned “ with the many and varied problems created 
by sickness in the family and the community as a whole. . . . 
It embodies the idea of medicine applied to the service of man 
% socius, as fellow or comrade, with a view to a better under- 
sanding and more durable assistance of all his main and 
contributory troubles which are inimical to active health and 
fot merely to removing or alleviating a present pathology. It 
embodies also the idea of medicine applied in the service of 
Societas, or the community of men, with a view to lowering the 
meicence of preventable disease and raising the general level 
of human fitness.” 


Social Medicine not a New Concept 

_Now, I think I have read all that has been written on the 
subject of social medicine, and I may say at once that I endorse 
all the humanist views and aspirations with which this literature 
abounds. I may be accused of being reactionary, or of tramp- 
ling upon some people's dreams, if I say that, as here defined, 
Social medicine” is not a new concept in medicine but is a 
timely and justifiable challenge, both to medicine and to the 
State, that they have left undone those things which they ought 
to have done. But such is my view; for it may be readily 
conceded that, in searching for the aetiology of disease, medicine 
has not probed deeply enough into the lives and conditions of 

People, so as to bring to light the more ultimate factors 
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that cause unfitness, sub-health, and actual disease. So also it 
may be readily conceded that in treatment, and especially in 
preventive treatment, dictated by the discovery of these ultimate 
factors, medicine has not been nearly as vocal as it might have 
been. If, for example, overcrowding is a determining factor in the 
causation of rheumatic fever then it was the business of medicine 
to discover this fact, to take it into account when dealing with 
the indications for preventive treatment, and so point out the 
position to those whose duty it was to take action. On the 
other side our statesmen, who are at the moment paying so 
much lip service to what is called “ positive” health, have so 
far done little to ensure for the people the basic conditions that 
make health possible. 

What are these basic conditions ? I stated them years ago, 
and as I cannot state them more explicitly now than I did then, 
please forgive me for plagiarizing myself. “First, enough of 
the right food ; for to preach fitness to the undernourished is 
sheer hypocrisy. Second, shelter, but shelter at a rent which 
leaves something to buy food with and pay for transport to and 
from work. Third, easy access to the fresh air and the sun. 
Fourth, leisure for play ; and—who knows—that may lead to 
thinking, even the ‘high thinking’ which the poet lamented 
is ‘no more.’ Fifth, the amenities, amongst which you will not 
expect me to omit noise control. And Jast, the giving to every 
human being a chance before he is born and, after death, the 
decent disposal of his body in the best interest of his fellow- 
men.” 

Our Statesmen’s Inactivity 

What, I say, have our statesmen, who are now so eager 
to nationalize our profession, been doing about these things? 
It has taken a major war—a maximum war—to stir them to 
activity in regard to some of these things. To save our lives— 
not, mark you, to give us health—good food.has been made 
available at a price that the people could afford ; and we have 
fortunately had a heaven-sent statesman to control this basic 
necessity. But for how long? Even before the war is over, 
with other foods in short supply, with a threat that they may 
remain so for some time yet, with millions in the recently 
occupied countries half starving, and a few months after we 
were signatories to the recommendations of the Hot Springs 
Conference—one of which stresses the importance of maintain- 
ing the nutritional level of the people’s food’—here is the 
Government reducing the extraction rate of flour, with a con- 
sequent sacrifice of essential nutrients which the country was 
told only four years ago were of great value in preserving the 
national health! And why is this being done? Why now? 
No convincing answer has yet been given. Our slow start at 
slum clearance has been greatly accelerated by enemy action— 
a grim enough commentary, seeing that by this method we 
have had to sacrifice not only the slum houses but also the 
folk who lived in them. 

There are other obvious things that our statesmen have 
neglected. To give but one example. In July, 1938, I drew 
attention to the enormous growth in the quack medicine trade 
and to the incongruity of exercising no control over the 
deleterious effect of such trade, and especially of the intimi- 
dating nature of the advertisements connected with it, upon 
the national health at the very time when a serious effort was 
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being made to improve national fitness. The Government 
apologist was at pains to remind me that “people have the 
right to make fools of themselves in their own way.”* And 
only when, later, and for some obscure fiscal reason, it was 
thought desirable that the tax on patent medicines should be 
rescinded, did we get one step forward in amending the law 
so as to make disclosure of the contents of proprietary medicines 
compulsory.° 

Now all this, and more like it, comes within the ambit of 
what is called “social medicine.” It is right that the doctor, 
finding these things to be the answer to much of the problem 
of the people’s unfitness, should say so, and should do his 
utmost to stir the Government to do something about them. 
Medicine is, it is true, a social science,* and politics is only 
medicine on a large scale.* But it is not the doctor’s job to do 
these things—which is what emerges logically from much that 
is preached about “social medicine.” Indeed, I feel that the 
Socialist peeps out rather unmistakably through the thin garb 
of Prof. Ryle’s humanism. His use of the word “ comrade” 
is not, I think, entirely fortuitous. But, speaking for myself, 
I believe it is paramount that we doctors remain detached from 
political colour. For the doctor there can be no “left” or 
“right.” For him there is only expert knowledge, a rooted 
adherence to truth, horse-sense, and, as I have already allowed, 
a humanist outlook, which, after all, means nothing more nor 
less than a love for his fellows and a passion to help them, body 
and soul. He is the good doctor who, guided in his work by 
the light of science, can also, like Abou Ben Adhem, say quite 
boldly to the angel: “‘ Write me as one who loves his fellow 
men.” 

Freedom of the Profession 


Detachment from this business of right and left, then, first. 
Next, we must continue to merit and to enjoy the public 
confidence as must, and do, His Majesty’s judges, who must 
be intellectually and spiritually incorruptible in the presentation 
o* Pax Britannica. Detachment, public confidence, and, I will 
add, courage, these are essential, but withal the fundamental 
note in the doctor’s ideal is freedom. But what happens to 
our freedom if we are part of a nationalized service? Let me 
be clear; I am not speaking of our freedom as individuals 
and as citizens: we all accept certain restrictions to our freedom 
in the public interest: I am speaking of our freedom as 
members of a profession. We must preserve “free speech on 
medical matters, free criticism of medical affairs, and free 
publication of scientific work.”” If medicine is nationalized 
it is to a large degree monopolized, it is stereotyped. Most 
of us believe that if an industry is monopolized a disservice is 
done to the community: how much greater the disservice if 
a profession, if medicine, is monopolized? This risk to 
medicine’s freedom must be watched jealously or we may lose 
it; lose it even when those who steal it from us do so with 
the best intentions in the world—with good intentions but with 
mistaken action. I have recently quoted an incident in the life 
of Herbert Spencer, and I do not apologize for doing it again. 
Herbert Spencer was speaking to an audience in New York, 
and he had the courage to utter these words: “One of your 
early statesmen said, ‘The price of liberty is eternal vigilance.’ 
But it is far less against foreign aggression against liberty that 
this vigilance is required, than against the insidious growth of 
domestic interference with personal liberty.”* 

There is a growing feeling among thinking folk that “ the 
biggest fight before us in post-war days will be for individuality. 
It is the kernel of democracy, the biological basis of the 
struggle for freedom.”* Someone has said that the best that 
is in medicine is a by-product of science. If this be true it is 
essential that medicine, like science, shall enjoy “tolerance, 
freedom from restraint, and a recognition of the value of 
individuality." My reference to the individual leads me to 
emphasize the fact that he also has his responsibility in the 
matter of fitness. You can’t-make a man healthy. You can 
keep the ring for him; you can make available the means of 
health (the State’s job); you can point the way (the doctor’s 
job) ; but the rest is with him. I refer to this because there is 
a growing tendency to unload on to the doctor much of the 
responsibility not only of personal health but of personal 
morals also. I saw the other day that a distinguished 
paediatrician spoke of welfare work as being the most neglected 


branch of medicine.'* But is welfare work really a t 
of medicine? I have recently drawn attention to a memorandysll tive 

just issued by the Medical Women’s Federation. It containal have 4 
a list of matters concerning which the doctor is to help. by the 
list included “the lowering of the standard of honesty ag outlined 
consideration for others; the growing habit of indulgence jf hospital 
alcohol in young people ; the loosening of family ties and ¢ 
toleration of a low standard of reading and of public entertai 
ment.” And I wondered if we doctors really do society a goggh bést-trai 






turn by carrying not only the baby but the whole family og field for 
our shoulders! must be 
The Government's Intentions interest. 

But to return to the question of nationalizing our professiog 
We are told that our fears in regard to the intentions of | refe 
Government to nationalize medicine are groundless. Jp pation’s 
White Paper there are reassuring words on this subject,!* anf to. Th 
the Minister of Health has repeated this reassurance. He Services 
told us that we are “utterly mistaken” in thinking that tg properly 
Government’s proposals would end in “some sort of Stagp from th 
controlled and regimented service.”"* Well, the fact renting in medi 
that many of us are left wondering how “ general practitic have be 
. .scan escape regimentation and control by the State in @ urged th 
complete service paid out of the public funds and_based upg} give is | 
health centres owned by local authorities."”"* We do not accugh how we 


Ministers of subtlety: their intentions may be wholly good} reading ' 
but that is the way, we remember, that the road to Hell jf paragrar 


paved. Much of the trouble is caused by the’ ignorance jg} politicia 
Whitehall of the essentials of doctoring. How can Whitehall} It was : 
know the essentials of doctoring? In its comment on the who, sp 
conclusions reached by the B.M.A. Representative Body the§ issue of 


Times said: “ From an impressive mass of negative resolution § 1 hope, | 
it emerges only that the conference has willed almost all the selling y 
ends and rejected almost all the means.”'* Waiving the implieig who car 
cynicism, I, for one, accept the Times’ comment as apposite andy Shades « 
am quite unabashed. Let m 

If any should deny that the White Paper envisages th would h 
beginning of a whole-time State Medical Service—and, as § for a Ic 
say, its public sponsors do deny it—I would remind you tha take, bc 
not only have the left-wing politicians welcomed the. White {and rati 
Paper as a useful compromise, but Mr. Arthur Greenwood said§ Of the | 
in the House of Commons that he welcomed the White Paperf Insuranc 
as a great contribution towards the kind of plan which, mf setting u 
the fullness of time, his party would like to see established.” # basis for 

In the brochure issued by the Labour Party, entitled National§ embracir 
Service for Health, we are told: “In the Labour Partys§ departme 
opinion . . . it is necessary that the medical profession shouldg long-dela 
be organized as a national, full-time, salaried, pensio jected na 
service.” It adds this significant paragraph: “ It may be thi Anothe 
for a while some doctors will wish to be left out of the Stateg need of 


Scheme. . . . The nation should make the service so efficient for grant 
that no patient could desire a better and every doctor efficient | 
wish to serve in it.””* this vital 


Again, there was no sort of doubt in Sir William Beveridges§ to the m 


mind as to what would happen to the general practitioner ing in relatic 
a very short time if Assumption B of his report were imple adequate 
mented: he would be squeezed out of existence. be recog! 
Sir William: “The possible scope of private general practieg than as’ 
will be so restricted that it may not appear worth while t0§ of the st 


preserve it.””’ into the 

The system of State control prevalent in Russia is often het keenest I 
up to us as a model which we might usefully follow ; but#§ continue 
is necessary to remember that the slow evolution of our ows itself alsc 


Health Services, in themselves quite admirable, has been entireyg of the p 
different from anything that has happened in Russia ; nor More anc 
we forget that “ bloody revolution ” in that country (a disast§ in wha 
which we have so far escaped here) necessitated a re-start of impro 
scratch and (by comparison) a very doctrinaire and detache many m 
set of Health Services was documented. education 
“Free choice of doctor” has become a familiar slogatg 2umber 

but, though not impossible of attainment, this would be alm onal 
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impracticable if all practitioners were State-controlled. 
much so that if medicine were nationalized the “ black market Then | 


in doctoring would be terrific. What matters quite as mu coming, ; 
is that the spirit of individual initiative and adventure 5 much cle: 
has always characterized British medicine would be serie Which res 
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damped, and men and women with good brains and he 
fe reflected 


ambition would no longer be attracted to the profession. 
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The position of the voluntary hospital, in which, again, initia- 
and individuality have free play, and which has come to 
have a unique status in this country, is rendered precarious 
the form of control of the hospital services in general as 
outlined in the scheme now before the public. The voluntary 
ital is certainly the medium through which the most 
striking advances, both in clinical knowledge and in laboratory 
research, have been made. From this type of institution the 
pést-trained exponents of medicine are disseminated. As a 
feld for education it is essential to progress, and its survival 
must be encouraged, not merely permitted, in the national 


interest. 









Steps that should be Taken 


| referred carlier to certa‘n basic matters concerned with the 
gation’s health which it was the business of the State to see 
fo. There are things more nearly connected with our Health 
Services which are crying out to be done and which come 

rly within the function of Government action. We learn 
from the White Paper that the State proposes to interest itself 
jn medicine as applied to the individual citizen."* Well, we 
have been pressing for this for a good many years. We have 
urged that in this relation the great help which the State can 
give is in improving the machinery rather than in telling us 
how we should do our doctoring. I am made a little tired by 
reading the homilies directed towards us, both in the preliminary 
paragraphs of the White Paper itself and in the speeches of the 
politicians.’ And not only in the speeches of the politicians. 
jt was a prominent Socialist member of our own profession 
who, speaking to medical students a short time ago on the 
issue of a nationalized Health Service, said: “ You will never, 

[ hope, be content to be a tradesman in health matters, merely 
selling your skill in the treatment of declared disease to those 
who can afford to pay for it and refusing it to the rest.” 
Shades of Hippocrates! 

Let me speak of a few of the things from which the citizen 
would have derived a great deal of good. Many of us have 
for a long time stressed two steps which the State should 
take, both of which are long overdue—the regionalization 
fand rationalization) of the hospital services and the inclusion 
of the dependants of the workers in the National Health 
Insurance Scheme. Regionalization of the hospitals and the 
setting up of health centres would provide the best possible 
basis for the organization of a national consultative service, 
embracing physicians, surgeons, pathologists, and “ special 
department” men. It becomes clear to-day that both of these 
long-delayed steps are doomed to await the birth of the pro- 
jected nationalized service. 

Another and very important part of our health services in 
need of State help is the Nursing Service. Beyond taking it 
for granted that any scheme depends for its success upon an 
ficient nursing service, the White Paper is almost mute on 
this vital subject. We have too long paid only lip service 
to the nursing profession. Until the State recognizes its duty 
in relation to the nurse’s training and makes it possible, by 
adequate grants for the purpose, that the student nurse shall 
be recognized primarily as a useful citizen in training, rather 
than as merely an employee of the hospital—until this state 
of the student nurse is recognized and supported, recruitment 
ito the profession from girls with the best brains and the 
keenest natures will continue to lag and efficient nurses will 
continue to be scarce. This starvation will continue to show 
itself also in the ranks of the District Nursing Service, a branch 
of the profession upon which the country will certainly rely 
More and more in the future. 

In whatever ways the State decides to advance in the direction 
of improving our Health Services it is clear that we shall need 
Many more doctors. The heavy expenses attaching to the 
tducation of doctors must be shared by the State and in a 
number of ways—through much larger university grants, 
through subsidies to recognized medical schools, through 
scholarships and bursaries. 

Then Research—our millionaires have been most forth- 
coming, and we are grateful to them. But there must be a 
much clearer official recognition of the essential contribution 
Which research makes to the efficiency and progress of medicine. 

degree of recognition which research gets at present is 
teflected in the fact that the White Paper disposes of it in 
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thirteen lines, most of which are taken up by saying that the 
present state of medical research is satisfactory and requires 
nothing further done about it.” 


Our Case with the State 


I have tried to indicate the main ways in which the State 
can function in society's interest in the field of health. It will 
have been seen that all these ways really concentrate upon the 
machinery of medicine and making it possible for the personnel 
to be efficient. The rest is up to us, up to Medicine. Our 
case with the State is surely just this: we say in effect, “If 
you will improve the machine whereby availability of medical 
service to every citizen is made possible, we will work the 
machine in the manner that we know from experience to yield 
the best results.” But be it noted that we do not think (or I 
should say most of us do not think) that if doctors are made 
a part of the machine the same degree of efficiency will follow. 
In other words, many of us believe that to nationalize medicine 
is not only an unnecessary innovation but one which is unlikely 
to give the best results in medicine in this country. If we find 
the public uncertain it is our bounden duty to convince it of this. 

I believe that the public, when it is really stirred to consider 
the matter, when it really thinks—for up to now it has been 
largely complacent, mildly intrigued by what it takes to be 
a squabble between the doctors and the politicians—will decide 
against making all doctors Civil Servants. I say, when it really 
thinks, when it remembers that it is the doctor—patient relation 
that matters, and that if this be broken up, whether in the 
name of insurance or social security or some other economic 
consideration, we shall Jose something that is fundamental in 
our social as well as in our personal life. 


Doctor—Patient 


There is in Nathaniel Hawthorne's Scarlet Letter a description 
of the ideal doctor-patient relation which I should like to read 
to you. Speaking of the doctor, he says: “He deemed it 
essential, it would seem, to know the man before attempting 
to do him, good. Wherever there is a heart and an intel- 
lect, the diseases of the physical frame are tinged with the 
peculiarities of these. In Arthur Dimesdale ”"—(that is, the 
patient)—“ thought and imagination were so active, and sensi- 
bility so intense, that the bodily infirmity would be likely to 
have its groundwork there. So Roger Chillingworth—the man 
of skill—the kind and friendly physician—strove to go deep 
into his patient’s bosom, delving among his principles, prying 
into his recollections, and probing everything with a cautious 
touch, like a treasure se¢ker in a dark cavern. Few secrets 
can escape an investigator, who has opportunity and licence 
to undertake such a quest, and skill to follow it up. A man 
burdened with a secret should specially avoid the intimacy of 
his physician. If the latter possesses native sagacity, and a 
nameless something more,—let us call it intuition ; if he show 
no intrusive egotism, nor disagreeably prominent characteristic 
of his own; if he has the power, which must be born with 
him, to bring his mind into such affinity with his patient's, 
that this last shall unawares have spoken what he imagines 
himself only to have thought; if such revelations be received 
without tumult, and acknowledged not so often by an uttered 
sympathy as by silence, an inarticulate breath, and here and 
there a word, to indicate that all is understood; if to these 
qualifications of a confidant be joined the advantages afforded 
by his recognized character as a physician ;—then, at some 
inevitable moment, will the soul of the sufferer be dissolved, 
and flow forth in a dark, but transparent stream, bringing all 
its mysteries into the daylight.”” 

Assuming this doctor—patient picture to be true—even though, 
as here described, it is an ideal which, on our side, we too 
often fail to reach—can we visualize it as being possible of 
attainment if medicine is nationalized? I don’t think we can. 
I believe that the doctor-patient relation would receive a rude 
shock from which it would recover only when the individual 
emerged once more to triumph over the totalitarian mentality 
that is to-day threatening to enslave even our democratic 
country. 


Conclusion 


If, finally, any one of you should ask me, point blank: 
“Do you see hope in the future of medicine?” I should reply: 
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“ Yes—I see more hope, both for ourselves as doctors and 
for the people who will come under our care, in the future 
of medicine than perhaps in any other single thing in the 
new world towards which we are hacking our way. We at 
least have not—yet—forfeited the trust of people for whom 
we work ; we at least have not—yet—turned inwards in despair, 
bartering our spirit of adventure for a mere hope of security. 
We stand for sane knowledge, selflessness, and mercy in a world 
gone mad. We cannot let down these people who trust our 
piofession, and it is in this firm resolve that we shall face 
the future of medicine.” 
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This paper is the study of 12 pregnancies in diabet'c women, _ 


and in it the wider use of early surgical induction of labour 
is advocated to diminish the hazards to the infant. 

Before insulin was introduced pregnancy in the diabetic was 
extremely dangerous for mother and child. According to 
Whitridge Williams (1909) the maternal mortality rate was 
27% during pregnancy, labour, and the puerperium, and a 
further 23% in the next two years; the foetal mortality rate 
was 41%. In the early days of insulin treatment Wilder and 
Parsons (1928), quoted by Skipper (1933), gave maternal 
mortality as 12% and foetal mortality as 47%. The adequate 
use of insulin has much decreased the maternal mortality rate, 
but the foetal death rate remains high. In 1942 Lawrence 
and Oakley had a maternal mortality of 2% and a foetal 
death rate of 37% >but when only their 40 completely supervised 
cases are considered the latter figure falls to 23%. In the 
most recent Amer‘can series Bill and Posey (1944) give a 27% 
foetal death rate. 

In this personal series of 12 cases there were no maternal 

‘deaths and 2 foetal deaths (17%), one being due to a mis- 
carriage and the other to premature death of the foetus 
in utero. 

Maternal Risks 

The diabetic risks to the mother are ketosis and hypo- 
glycaemia, particularly in labour and the early puerperium ; 
but with careful management they can be minimized, and they 
did not cause difficulties in our cases. 

Increased liability to toxaemia is said to be the most 
important risk, and a high incidence is recorded by American 
writers. Herrick and Tillman (1938) reported toxaemia in 18%, 
and White and Hunt (1943) found the incidence as high as 
42% in 119 pregnancies, and thought it accounted for the 
high foetal mortality. The latter have treated certain cases 
with large doses of hormones, giving 150,000 to 300,000 units 


of oestrin and 10 to 20 mg. of proluton daily, and reduced the 
foetal death rate from 40% in a control series to 8%. 

In this country, however, Lawrence and Oakley (1942) found 
toxaemia in only 10% of their 54 cases, though a further 15% 
had albuminuria and oedema without hypertension, but in 
none of these cases was the baby stillborn. In this series only 
one patient developed toxaemia, and she went into labour 
spontaneously at 32 weeks and produced-a live baby weighing 
5 lb. 4 oz. She then had a post-partum eclamptic fit, but 
subsequently she and the baby did well. A second case had 
hypertension from the 22nd week, when she came under 
observation, the blood pressure being 160/100 to 180/120, 
but it fell to 120/80 after delivery. She developed slight 
cedema but no albuminuria. 


Foetal Risks 


Diabetics tend to produce fat and post-mature infants. 
Lawrence and Oakley (1942) think they reach maturity at 
about 37 -weeks, and therefore if left to 40 weeks they are 
really post-mature. The large size—up to 12 lb.—may be 
due to excessive absorption of sugar or to increased produc- 
tion of growth hormone from the pituitary. The second 
possibility is favoured, as it does not seem possible to control 
the size of the baby by controlling the diabetes, for in this 
series labour was induced before the 37th week in 9 patients 
and the babies weighed between 6 Ib. 6 oz. and 9 Ib., with 
two exceptions; the baby of the toxaemic patient weighed 
5 Ib. 4 oz. atthe 32nd week and the other 5 lb. 6 oz. at 
the 36th week, so that all but the last were over weight by 
the usual standards. The heaviest infant was born to the 
mother whose diabetes seemed well controlled by 130 units 
of insulin daily. 


Premature death of the foetus in utero may occur, particularly 


if pregnancy is allowed to continue to term, and Lawrence 
and Oakley mention that 7 of the babies of 19 patients who 
were left to go into labour spontaneously were stillborn. In 
this series one pregnancy miscarried at the 23rd week, the 
foetus having been dead 2 to 3 weeks, and one baby died 
in utero at the 33rd week. Foetal death had occurred at the 
32nd week in the latter patient’s previous pregnancy, and it 
was planned to induce labour at the 33rd to 34th week, when 
the child would be large enough to have a good chance of 
survival. The patient was in hospital awaiting induction, with 
the diabetes satisfactorily controlled, when the child died. 
Lawrence and Oakley report a similar case in which Caesarean 
section was delayed for a few days to clear up scabies, and 
meanwhile the baby died in utero. In neither patient was 
toxaemia present. 

Hydramnios is particularly liable to occur, and was present 
in 5 of our series. Five, four, and three pints of liquid were 
withdrawn from 3 patients when the membranes were ruptured, 
and 2 others had less severe hydramnios. Neonatal death 
may occur from foetal hypoglycaemia caused by overdevelop- 
ment of the pancreas in utero. Sugar was given prophylactically 
in our series, and this complication was fortunately not seen. 
Foetal abnormalities are said to be more frequent than usual, 
but none were found in our cases. One patient, however, 
since becoming a diabetic had lost her first baby after 3 days 
from congenital heart disease. 


Diabetic Management in Pregnancy 

The patients were given 220 to 300 g. of carbohycrate in 
a diet supplying 2,000 to 2,500 calories. It is important t 
maintain a high carbohydrate intake, for it is known that 
the renal threshold for sugar excretion is lowered during 
pregnancy, and large amounts of glucose—e.g., 50 to 150 2.— 
may be lost in the urine. It follows that insulin requirements 
must be judged by blood-sugar readings. Insulin require 
ments tend to rise in the 2nd trimester and especially in the 
last 3 months, but may occas‘onally become less, but this 
was not observed in our patients. 

When the patients first came under observation they were 
given their usual insulin arrangement. As their insulin requ:re- 
ments increased, for preference they were given soluble insulin 
in the morning and a mixture of zinc protamine and soluble 
insulin in the evening. A small or medium dose of zine- 
protamine-insulin used in this way prevents early morning 
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hyperglycaemia without appreciable risk of insulin reactions. has been used in the present series, which includes twg Dr. | 
This valuable arrangement of insulin was described by Lawrence _primigravidae. High rupture of the membranes by Drew = - 
and Oakley (1944). In very difficult cases it may be advisable Smythe catheter was performed, and pitocin 2.5 units hourly g We 2 
to use a third injection, giving soluble insulin before lunch. may be given for 6 doses if necessary. The induction wag) assist 
During labour the usual diet was given as long as possible, Performed when it was thought the child would weigh about 
and then glucose (or lactose) 15 to 20 g. 2-hourly and an 6+ Ib., and in most cases this was at 36 to 37 weeks of . 
extra 30 g. at the onset of the second stage. The muscular pregnancy. Labour pains started without undue delay in alj as 
effect of labour reduces the insulin requirements and there but two patients. One was a multipara with hypertension, and | Hem 
is real danger of hypoglycaemia; the dosage must then be fter 3} days’ waiting was finally delivered by lower segment } ge 
decreased considerably. If there is heavy ketosis, as in two Caesarean section. The other patient had a second surgical — 
cases, extra glucose should be given: 15 to 30 g. hourly may be induction after 5 days and an additional 2 pints of liquor§ wilder 
needed. removed—I -pint having been withdrawn the first time—ang | Wil 
After delivery less insulin is needed as a rule, and a satis- | then labour began soon afterwards. Delivery was spontaneous 
factory working arrangement is to give half the usual amount _ i? all but one patient who needed a forceps delivery for foetal 
on the following day and build up the dose if necessary. In  ‘istress. Otherwise no diabetic or obstetric difficulties mt 
two patients the insulin requirements remained unchanged in countered, and early surgical induction certainly seemed a ) MOI 
the puerperium. Both mothers who lost their babies had a Stisfactory alternative to Caesarean section. 
temporary increase in insulin requirements ; the other patients Nevertheless operation may be advisable in certain cases if 
had their dosage considerably reduced. The two patients who there is any doubt about an easy delivery or if there are any 
TABLE II.—Diabetic History 
<eS PE Se EI Oa Ee ne ene ae Durin 
| Insulin Reqyirements | the ef 
Es life. 
During Pregnancy After nancy } 
No. | Age | Duration of Diabetes | Before | — | Ketosis Comment | morta 
| Preg- | Trimesters On Some | of a 
} mancy | —+| Leaving Time | 
| Ist | 2nd 3rd |Hospital| Later | the w 
1| 2 6 months | 2 | a7/13 | 26/24 | 16/20 | 26/40 | 20/38 | Tracesonly | No fall in insulin requirements during and welfa 
, | after labour impor 
2} 36 8 years. Diagnosed | — — | — = — | — ‘i a Blood-sugar curve at 3rd month (50 g. # Engla 
when = glycosuria ‘ glucose): fasting, 146 mg. per 100 c.cm.; | fi 
| persisted after first after ¢ hr., 195 mg.; 1 hr., 234 mg; and f 
| pregnancy 1} hrs., 230 mg.; 2 hrs., 150 mg, Table 
3 36 10 years | 40 40 40 34/32 20/14 ; 20/14 ia a — requirements halved on day of 
abdour 
4 | 31 7 _ _ 2 =| «20/36 Se See _— An overweight diabetic. Insulin stopped TaBi 
: during and after labour 
5 19 Ds aa 48/32 48/32 48/32 48/32 46/30 , 60/30/34 | = be Developed Tb. 16 months later. Insulin om 
| 16 | requirements diminished on day of labour 
(52 units), but returned immediately to Ages |- 
} | previous level 
6 | 25 | 6 28/20 36/20 24/34 §2/26/22 34/16 34/16 _ | Heavy ketosis | Given 26/26 on day of labour and 30/18 oii 
24 16 | i6é | at times and next day i? o 
. during labour l- 
7 32 1 year | 16/12 16/12 | 16/12 | 16/20 20/36 4 Traces only Glycosuria during first pregnancy. Father, a 
; | i6 } mother, and sister diabetic + 
8 |; 31 2 years. Diagnosed | 20 | 20 | 20 24 16 16 - “ Insulin requirements maintained after labour } ra 
7th month of Ist | 36 S| g | . 
pregnancy i | s 
9 | 41 3rd month of present oe cs _ 16/16 | — | _ s e Moderate obesity. No diabetic symptoms 1. 
pregnancy | | | but a markedly diabetic blood-sugar s 
| | curve. B.P. 160/100-180/110 fell to 9. 
| 120/80-140/90 after surgical induction, | 49 
and stayed down : li- 
10 | 29 | 4 years 20/20 | 20/20 | 28/12/ 6 | 36/20/10 | 26/ 8 | er Insulin requirements reduced by 32 units f jp 
| | | ié ié | Ta | | daily after delivery 13- 
1.37 | ia | 20/14 | 20/14 | 18/14 | rm = | Insulin requirements temporarily increased aad 
! | after abortion (30/24) —— 
12 24 1 year 45/50 , 45/50 80/20 | 80/20 | 80/20 | | Heavy ketosis | Insulin requirements temporarily reduced . 
| 60 60 - 30 3. CO 30 at times and after delivery period 
| during labour | 3 1-2 ar 
nae — sais 2 “are St ean oe Nora ee: —— | At age 
Black figures = Zinc-protamine-insulin. and tk 
dla be men mortal 
were not having insulin before pregnancy had their injections additional hazards. A diabetic patient at present under OU) trends 
stopped without any ill effects after delivery. care who has developed Rhesus antibodies in her serum amd > The mp 
‘ having lost two previous babies by premature death in utero Will} 1), py 
Obstetric Management certainly be delivered by Caesarean section. 3. T 
Premature delivery at 36 to 37 weeks is advisable because boys” 1 
of the risk of foetal death in utero near term and of mechanical Management of the Baby aged | 
. - “ell . . F ‘ in 192 
difficulties due to overlarge babies The methods available are For the first 24 hours after birth the babies were given] 4 2 
either Caesarean section or surgical induction of labour. : = an tl 
- : glucose—1I teaspoonful in 1/2 oz. of water two-hourly—to ty end - 
Caesarean section has been widely advocated for three ty prevent hypoglycaemia. This was given three-hourly for y 4 
reasons: because of the large babies, to save the child the the next day or two, and the infants were breast-fed or givel i: 
risks of labour ; because a set operation is a known quantity expressed breast milk as soon as possible. Lactation unfory 2045. 
but labour is uncertain in length and severity ; and to enable tunately tends to be poor in diabetic patients, and the child ies ¢ 
sterilization to be performed if necessary. Even so, some of may need to be given artificial feeds. In this series 3 patiemb} o 
the babies may. die and the risks of operation to the mother —fyjjy breast-fed their infants, and in 4 cases attempts at breast of infe 
are greater than those of spontaneous delivery. In Lawrence feeding had to be given up after 2 to 2} weeks. There weft or it 
and Oakley's series there were 27 Caesarean sections, with 4 neonatal deaths. : 
2 stillborn babies and 2 neonatal deaths, and one mother died Summary welfare 
from pulmonary embolus. : a —— 
An account is given of the management of pregnancies in diabetics Befo: 


Premature delivery by surgical induction of labour was 4, 4 series of 12 cases 10 babies left hospi - ; E 
: pital with their moth . 
: advocated by Brandstrup and Okkels (1938), and its further 4 better result than in previous published series, and justifying t om ec 
trial was recommended by Lawrence and Oakley (1942), who greater use of surgical induction of labour at 36 to 37 weeks inst uk oO 
had had satisfactory experience in 3 patients. This method of routine Caesarean section. 
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MORTALITY IN CHILDHOOD DURING 1920-38 


BY 


W. J. MARTIN, B.Sc., Ph.D.Lond. 


(Of the Medical Research Council's Statistical Staff) 
London School of Hygiene and Tropical Medicine 


During the inter-war period considerable success had attended 
the efforts to reduce mortality, particularly in the first years of 
life. It seems of interest to review briefly the trend of childhood 
mortality during the 20 years of peace, since with the prospects 
of a continued decline in the size of the child population, and 
the wastage of young adult life due to war, the health and 
welfare of the child population will become of still greater 
importance to the nation in the future. The death rates in 
England and Wales during the first 15 years of life, for males 
and females for four periods covering 1920-38, are given in 









































Table I. Mortality declined at each age throughout that 
Taste I.—Death Rates per 1,000 from All Causes: England and 
Wales — 

Males | Females 
¢ 1920-4 | 1925-9 | 1930-4 | 1935-8 | 1920-4 | 1925-9 | 1930-4| 1935-8 
| 869 79-8 70-8 63-5 66-9 616 | 543 | 48-9 
- | 23-0 20-9 14-8 10-2 20-8 18-8 13-0 8-9 
2-| 97 8-7 65 4-7 9-1 8-1 5-9 43 
+| 60 5-3 44 3-5 5-7 “5-0 41 31 
4| 45 4-0 3-6 3-0 43 3-7 3-4 2-7 
S| 40 3-6 3-5 3-0 4-0 3-3 31 26 
6 | 32 2-7 2-7 2-4 3-0 2-6 2:5 2-2 
7-| 26 2:3 2:2 1-9 2-4 2-1 1-9 1-7 
| 21 21 1-8 1-5 2-0 1-8 1-7 1-5 
9-| 1-9 1-8 1-6 1-4 1-8 1-6 5 13 
- | 18 1-6 1-5 1:3 1-7 1-4 1-3 1-1 
i-| 1-7 1-6 1-4 1-2 1-6 1-4 1-3 1-1 
1-| 1-7 1-5 1-4 1-2 1-7 1-5 1-4 bl 
1+] 1-7 1-6 1-5 1-3 1-9 1-6 1-5 1-2 
4} 19 1-8 1-7 1-5 21 1-8 1-6 1-3 
| ' 
period; the greatest relative improvement occurred at ages 


1-2 and 2-3, in which the rates had been more than halved. 
At ages 3-4 the death rate had decreased by over one-third, 
and there was an improvement of one-quarter in the infant 
mortality rate. A slight difference occurred in the relative 
trends of the mortality of boys and girls during this period. 
The minimum death rate for girls during 1920-4 was at age 
ll, but during 1935-8 mortality did not increase until age 
13. There was no corresponding change in the trend of the 
boys’ mortality, and as a consequence the death rate for girls 
aged 13 and 14 in 1935-8 was below that of the boys, while 
in 1920-4 the boys had a slightly lower rate at these ages 
than the girls. The mortality at age 5 showed an interesting 
trend: in the first period the death rate at this age declined 
by a smaller amount than in the preceding or succeeding 
age. This kink in the curve has become more pronounced, 
and in the last period the mortality at age 5 showed no improve- 
ment on that of age 4. This break at age 5 in the downward 
curve of mortality may be due to the greatly increased risk 
of infection that confronts children on entering school life, 
or it may’ be of significance as indicating a hiatus in child 
welfare. 
Infant Mortality 


Before considering childhood mortality by cause of death 


it is convenient to examine the mortality of infants, since the: 
bulk of these deaths are attributed to causes peculiar to the. 


first year of life. The great improvement in infant mortality 
has arisen mainly from the decrease in deaths from infectious 
and general diseases. The mortality from diseases peculiar 

















to infancy has undergone only a slight improvement. The 
rates for various causes are shown in Table II. 
TaBLe Il.—Jnfant Mortality in England and Wales 
—_—__—_—_ 2 AO Mien 3? ates Seale ET gS 
- Coggeainst naiemmation: | bataotious 
A ‘ongenita ility ; an 
| Causes Premature Birth ; | Violence | General 
| Injury at Birth | Diseases 
1920-4 71 33°8 ~T o9s | 424 
1925-9 70-9 32:2 0-99 37-7 
1930-4 62:7 32-2 1-16 29-3 
56-4 30-6 | $42 24-7 


1935-8 .. 





The fall in the rates of the second column was due to the 
decline of mortality from congenital debility from 8.09 in 
1920 to 1.76 in 1938. A matter for concern is the steady rise 
in deaths due to injury at birth—from 1.22 in 1920 to 2.59 
in 1938. A similar trend has been shown by the United 
States of America, where the mortality from injury at birth 
rose from 3.9 in 1920 to a peak of 5.3 in 1930 and then declined 
slightly to 4.8 in 1939. It seems rather ironical that, despite 
the efforts to reduce mortality, the death rates from violence 
should increase. In terms of rates the difference of 0.17 
between the first and last periods is small, but if there had 
been no increase 4/0 fewer babies would have been killed 
during 1935-8. 

Although infant mortality has steadily improved since the 
beginning of the present century, when the rate was 160 per 
1,000 births, a considerable improvement can still be effected. 
This is shown by comparison with the mortality rate in other 
countries : 


Infant Mortality, , Infant Mortality, 
1935-9 1935-9 





Country Country 3 
New Zealand 32 Denmark ot 
Holland .. 38 | Germany 64 
Australia .. 39 Francé 66 
Norway .. 40 Canada 67 
Sweden 43 Belgium 75 
US.A. -.. cn a | Scotland 76 
England and Wales $5 Italy . 103 


The infant mortality rate of New Zealand is only a little 
more than half that of England and Wales. In the United 
States infant mortality has declined faster than in this country. 
The rates for 1920 and 1939 were 86 and 44 in the U.S.A. and 
80 and 55 in England and Wales. A similar difference in 
trend occurred between London and New York. The rates 
for London fell from 76 in 1920 to 47 in 1939, while those 
for New York were 85 and 37. In 1939 the rates for each 
of the five boroughs of New York were below. the rate for 
London. The values were: Manhattan, 45.7; Queens, 36.5; 
Brooklyn, 34.9; the Bronx, 32.1; and Richmond, 31.0. It is 
not possible to assess the relative difference of the maternal 
and child welfare services of the two countries. In the U.S.A., 
at present, facilities for maternal care for those who cannot 
pay’ are provided for only to a very limited extent out of 
public funds. Probably a part ef the greater improvement in 
that country is due to the success attending the efforts made 
by ante- and post-natal clinics to increase maternal efficiency. 
Efforts have also been made to raise the standard of medical 
care by postgraduate education in paediatrics and obstetrics 
for practising physicians; and in New York and some other 
cities minimal standards for maternity services are enforced 
as public health regulations. With regard to England and 
Wales, it appears to be doubtful whether full use has been 
made of existing child welfare clinics. Statistics in a suit- 
able form aré not available, but the reports of the local 
medical officers of health ,suggest that, although in some 
areas over 90% of the children born attended a clinic, the 
total attendance per birth per year was low—of the order of 
10. A fair inference is that the majority of mothers failed 
to take their baby more than once or twice to the clinic. 
The relative importance of the factors influencing infant 
mortality has not been established, since most conditions 
which have a close correlation with infant mortality have 
also a high degree of association with each other. Within 
the country there is a considerable negative correlation 
between infant mortality and economic and environmental 
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conditions, although a comparison of regions reveals anomalies. has remained unchanged at ages 1-2, when it was the second " 
The infant mortality rates by social class for four contrasting most important cause of death in both periods. At ages 2-3 eae 




















regions are: _ Measles has been displaced by tuberculosis and diphtheria > 
Infant Mortality Rates, England and Wales, 1930-2 from the second position, which it held in 1920-4, and, for mf al 
| mole, eters (2 (iE 6 Whocroecoah has leo 
i or sexes, and the girls su 

ae Cm mee saptone ~e Rose. portionately the same disadvantage at the a of the pola 
* Tee o 431 37-8 29-9 | 38 at the beginning. a? 
; 32 2 ot ne Tuberculosis——The mortality from tuberculosis fell con. | 
_ ae 73-0 86:8 559 46°8 siderably during the 20 years, and the relative importance of _ | 
wes 9 ee Wnate 61's 540 this disease as a cause of death in childhood also fell. The + oe 
— percentage of all deaths assigned to tuberculosis for age groups _— 
Within each region there is a definite correlation between 0-1, 1-4, 5-9,-and 10-14 in 1920-4 was 1.85, 9.4, 15.2, and cay 


social class and infant mortality ; but the differences between the 25.4, and the corresponding percentages in 1935-8 were 1.06] . 

regions cannot be accounted for by this explanation, since it is 9.2, 9.0, and 14.6. Tuberculosis of the central nervous system _ 
impossible that the environmental and economic conditions of | was maimly responsible for the mortality at ages 1-4. In the = o 
Class II of Wales I and North I are below those of Class IV United States the trend of childhood mortality from tuberculosis ee 








































































































, , : ett gs é bab 
in the remainder of South-East. Geographical position is hardly __is different from that of England and Wales : instead of af ™™ 
likely to account for much of the difference, since very low rates continuous decline a minimum occurs at ages 5-9. The rates 
have been recorded in northern countries—e.g., the infant mor- _ per 100,000 white children in the U.S.A.‘during 1920-4 for ages 
tality during 1935-9 was 40 in Norway and 43 in Sweden. 1-4, 5-9, and 10-14 were 34, 12, and 15; and in 1935-8 they HA 
were 11, 4, and-5. The rates in both pericds were below those STEN 
Specific Causes for the corresponding group in England and Wales, and the 
The trend of the most important of the specific causes of rate of decline was greater. In the U.S.A. the mortality 
death for the first and last periods of Table I is shown-in decreased by two-thirds during the period, which was about 
Table III. With the exception of violence and diphtheria, 10% more than the rate of decline in England and Wales. Gy! 
’ Haema 
TaBLeE IIL—Death Rates per 100,000: England and Wales The fol 
a ' l Oa i 1 > 
a Measles | Sepetet — Diphtheria Influenza potey Bronchitis Pneumonia | x -—-% | Violence 
—_—_—_—_—_|_— | | Obste 
1920-4) 1935--8]1920-4] 1935-8] 1920-4] 1935-8 1920-4] 1935-8 1920-4|1935-8|1920-4|1935-8 1920-4] 1935-8] 1920-4| 1935-8 1920-4 1935-8/1920-4 1935-8 fF two yea 
| > eames Te ee Pate 2 clinic in 
0- .. | 144 | 69 6 2 | 250 | 125 | 24 15S 88 40 | 161 65 | 667 | 215 | 1,189| 973 | 953 | 592 | 101 | 122 country 
$.. .. |.303 | 118 18 8 | 178 | 67 | 61 , 25 | 64 |; 21°] 185 | 82 | 161 32 737| 347 | 160 | 5S | 73 | @& she had 
2- .. | 122 | 41 22 9 63 | 23 | 63 | 43 32 9 | 111 54 | 44 10 249 | 108 35 13 | 63 | 49 
S. se Se a 30 | 13 73 57 19 6 | 72 35 19 5 109| 55 17 7; 33 | past the 
4 : 41 18 18 9 17 7 | 72 | 67 il 4 | 55 | 26 10 4 65| 34 10 5 | 43 | 45 evident \ 
S.. a 6 10 | 4 3 ae 39 46 7 3 40 18 4 2 29| 16 4 2 | 35 | 35 but wert 
_ 10-14 % 1 0-5 1 0-1 il 5 1 1 12] 7 2 | 04) 23 | 23 perforate 
Females : sequentl; 
ee tm Los 4 3 | 275 | 14 18 10 | 61 31 | 124 | 54 | 510 | 163 | 894] 731 | 684 | 418 | 88 | 101 six week 
1- 272 | 100 16 6 | 235 | 94 | $2 | 22 |] SI 17 | 150 | 73 | 152 | 29 642| 284 | 145 | 46 | SI | 4 aed be 
2- 15 | 44 | 21 8 9 | 32 | 64 | 44 | 29 9 | 9 | 45 | 45 y 232} 102 | 32 2 | 42 | 3 8 . 
3. 61 24 | 20 8 47 9 | 71 55 | 20 6 | 6 | 29 | -20 5 105| 54 15 7 | 39 | 31 Histor 
+ 36 16 | 20 7 23 i0 | 74 | 65 rT 4 | 55 | 28 12 3 63| 34 10 5 | 29 | 2% ie les 
$9 | 2) 6iul «4 2 | 47 | 51 7) S18 Ae SE Ot 3 27115} s|-2/7\1n @® 
10-14 . 1 06) 44°91 O2| Ot] J 12 6 2 55 | 21 1 1 mh 2 1 7 8 accompa 
4 = fal says thai 
was fou 
: , : : ; : : Feb 
all causes show a considerable reduction in mortality at each Respiratory Diseases—-A large proportion of. the deaths orig: 
age during the 20-year period. occurring in childhood are attributed to pneumonia. In 1935-8 | another 


Principal Communicable Diseases.—The death rate for diph- . about one-seventh of all infant deaths—or, excluding the | doctor, \ 
%, owing to the large diseases peculiar to infancy, about one-third of the deaths due | after- thi 


theria for all ages under 15 fell by 29%, » d : 2 
decrease in mortality among the pre-school population; at 9 infectious and general diseases at ages under 1, and one-sixth a mo 
The y vomil 


school ages the death rate increased slightly during the 20 of all deaths at ages 1~14—were assigned to this cause. 
years. The pre-school child is generally infected by its older Mortality from pneumonia in infancy declined by almost one- ~ Sree 
brethren of school age, and the decrease in family density fifth during the period, while at ages over 1 the death rate was J jin) 
due to the declining birth rate is probably a significant factor approximately halved. A further reduction in mortality can 
in this age shift of mortality. ‘In the U.S.A. a great improve- be anticipated in view of the recently introduced treatment 
ment in mortality from diphtheria has been effected since by chemotherapy, although this treatment gives only a small 
immunization was introduced. During 1920-4 the mortality proportion of successes at the extremes of life compared with 
rates in the U.S.A. for ages 1-4, 5-9, and 10-14 were 86.9, that obtained at other ages. 
42.0, and 11.1—approximately at the same level as in England During the first two years of life the greatest decrease in 
and Wales ; by 1935-8 the rates had fallen to 18.6, 5.9, and 1.3. mortality among the causes of deaths in Table III was shown f 
Thus in the last period American school-children had a mor- by bronchitis. The death rate decreased by two-ihirds at ages 
tality rate of one-eighth of that of English school-children. 0-1 and by four-fifths at ages 1-2 during the 20 years. Despite 
The relative smaller decrease at ages 1-4 in the United States the large reduction in infantile mortality the relative position 
was due to concentrating at first on the immunization of of bronchitis remained unchanged: it was the third greatest 
children of school age. Success has attended the campaign for cause of death in both periods. 
immunization in England and Wales, although not yet on the Other Specific Causes—Although the mortality from influenza 
scale achieved in the U.S.A. There were 1,092 deaths at ages is subject to large periodic fluctuations, during the years re- 
1-15 attributed to diphtheria in England and Wales during viewed there has been an improvement of from one-third to 
1943, compared with an average of 2,837 during 1935-8. one-half in the death rates during childhood. In both periods 
A considerable improvement has occurred in the mortality diarrhoea and enteritis formed the second most important 
from the other common infectious diseases of childhood. The cause of death during infancy, and accounted for one-tenth 
death rate from scarlet fever has fallen to a very low level : of all deaths at ages 0-1. The rate of decrease was less in the 
only about 6 in every 1,000 deaths at ages under 15 were first year of life than in the later ages ; at-ages Q-1 it was only 
attributed to this cause in 1935-8. The rate of the decline in half of that at 1-2 and 2-3. The mortality from violence le 
mortality from measles was slightly greater at ages 1-2 and 2-3 _increased during the first year of life during the 20 years, 4 pte 
than at other ages, but the relative importance of this disease small decline occurred at each age from 1 to 3, and rates at it i ee | 
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| ee 
school age were the same in both per‘ods. The relative im- 

ance of violence during childhood increased for boys but 
not for girls. Violent deaths at ages 5-9 and 10-14 formed 
170 and 18.0% of all deaths among boys and 9.5 and 7.2% 

irls. 

ate Conclusion 

This short survey shows that since 1920 there has been a 
large fall in mortality during childhood, in which practically 
‘every cause of death shared, but it is evident that there is 
room for considerable improvement. The mortality level of 
diphtheria and violence showed an unnecessary and persistent 
wastage of child life. Although the infant mortality rate was 
lower than that of the highly industrialized countries of Europe, 
it was higher than in several other countries. This fact and 
the regional social class mortality of England and Wales suggest 
‘hat the pre-war rate for the whole country could be recuced, 
probably by one-half. 








HAEMATOMETRA DUE TO CICATRICIAL 
STENOSIS OF THE CERVIX AFTER LABOUR 


BY 
F. SELBY TAIT, M.B., Ch.B., F.R.C.S. 


Gynaecological Surgeon, the Birmingham United Hospital 


Haematometra after a birth injury to the cervix is a rare -event. 
The following is a record of such a case. 


Case Report 


Obstetric History ——The patient, aged 24, had been married for 

wo years. During her only pregnancy she attended an antenatal 
clinic in London, but was transferred to an E.M.S. hospital in the 
country before her confinement. The hospital records reveal that 
she had a surgical induction for post-maturity when three weeks 
past the expected date of confinement... Foetal distress became 
evident when the os was almost fully dilated. Forceps were applied, 
but were not successful in effecting delivery. The head was then 
perforated and the extraction became relatively simple. She sub- 
sequently developed parametritis and was not fit for discharge for 
six weeks. Even then she felt weak and did not recover her previous 
good health. The date of the delivery was Sept. 11, 1943. e 

History of Complaint—In November, 1943, she had an attack of 
p pain lasting about three days. The pain was like that previously 
accompanying her menstrual periods, but there was no loss. She 
says that she reported to a welfare clinic but that nothing abnormal 
was found. Similar attacks occurred in December, January, and 
February. She was then “‘ bombed-out ” and moved to the Mid- 
lands. In March, 1944, after the usual four-weeks interval, she had 
another attack, the pain being more severe. She reported to a 
doctor, who gave her tablets to ease the pain, which again subsided 


once more. This time it was worse than ever and was accompanied 
by vomiting. On April 18 she reported to the casualty department 
on account of the severity of the pain. She was found to have a 


tender abdomino-pelvic swelling and was admitted to the gynaeco- 
logical wards. 





<— Site of external os 





4— Vertical scar 


Diagram of conditions found 


On admission the history of recurrent pain at intervals of one 
month was elicited. On inquiry it was found that her present pain 
Was intermittent and was mainly in the lumbar region. When asked 
if it was like labour pains she said that it was, “ but much worse.’ 





after three days. A month later, on April 15, the pain came on ~ 


Her general condition was fairly good, though it was evident that 
the pain was severe. On abdominal examination she was found to 
have a slightly tender, firm, oval swelling arising from the pelvis 
and extending almost to the umbilicus, slightly to the left of the 
middle line. Contractions were watched for, but no alterations in 
consistence were demonstrable. On examining vaginally no cervix 
could be found. The abdominal swelling was continuous with a 
soft bulging of the vault of the vagina. The left vault was drawn 
upwards and to the left. At its summit was a nargow depression, 
about a quarter of an inch deep, which would admit the point of a 
uterine sound. Runnihg into this depression were two scars, each 
about an inch long; one ran transversely across the vault, the othea 
vertically up the left vaginal wall. Various sizes of probe were 
used in an attempt to establish communication with the swelling, 
but without success. The condition is shown diagrammatically in 
the accompanying figure. 

' Operation —On April 18 the abdomen was opened. The free 
edge of the omentum was found to be lightly adherent to the floor 
of the vesico-uterine pouch and, more densely, to the left ovary. 
The body of the uterus was uniformly enlarged to the size of a 
twelve-weeks pregnancy. The cervix was drawn out to a length of. 
about 4 in., and distended to a diameter of about 14 in. Each tube 
had become sealed off at the abdominal ostium and was slightly 
distended. Hysterectomy was begun, and the uterus, together with 
the left tube and ovary and the right tube, was separated from its 
lateral attachments. The cervix was very thin-walled and was dis- 
tended to the same diameter as the vagina, and it was therefore 
difficult to identify the line of separation of the two. At this stage 
the haematometra leaked at its lower end, and several ounces of thin 
chocolate-coloured fluid escaped. This was mopped away, and for 
the first time traction was exerted on the uterus. It was then found 
that the thinned-out anterior wall of the cervix had been completely 
torn across transversely, and its lower part could not be identified. 
The posterior attachments of the cervix were next divided and the 
uterus was removed. The bed of the uterus was inspected, but no 
sign of any intercommunication with the vagina could be made out, 
even when a finger was inserted in that organ. After peritonizing 
the raw area the abdomen was closed. 

Convalescence was uneventful. When the patient was examined 
six weeks after discharge from hospital the condition of the vagina 
was the same as before operation, except for the absence of the 
swelling. The depression indicating the position of the cervical 
canal was still drawn upwards and to the left, and fixed in that 
position. 

Comments 


Haematometra is most commonly cue to a _ congenital 
deformity, and then develops when menstruation begins. 
Acquired haematometra may be due to a variety of causes,.the 
commonest being neoplasm of the cervix. Carcinoma, fibro- 
adenoma, adenomyosis, or operations for these conditions, have 
been reported. Herring (1939) has published a case in which 
haematometra followed radium treatment for benign haemor- 
rhage. Schockaert (1938) records a case due to cervical 
ulcer in prolapse. Cicatrization following cauterization of the 
cervix is a recognized cause. Caustics, stem pessaries, and 
gonorrhoeal and diabetic vaginitis have also been cited. 

In a series of 19 cases reported by Bernstein and Walter 
(1939) congenital causes were responsible for 11. Of the 
remaining nine cases only two could be ascribed to obstetric 
injuries, and in each there was a vesico-vaginal fistula. In one 
the haematometra was found at operation nine years after 
childbirth ; in the other the condition was found three months 
after delivery, and was due to adhesions fn the fornices. 

In the present case it seems, from the history, that the 
operation was performed during the sixth menstruation into 
the closed uterine cavity. There had been regurgitation of 
menstrual fluid into the tubes, which at the time of operation 
were sealed at the abdominal ostia. The adhesions of the 
omentum to the floor of the vesico-uterine gutter suggest that 
there had been a spilling into the peritoneal cavity at some 
stage before the tubes had become sealed off. ‘ 

Two interesting features are the complete obliteration of 
communication between the uterus and the vagina, and the 
distension and thinning of the cervix. It is possible that the 
cicatrization occurring after the parametritis had drawn the 
lower end of the cervix upwards and to the left, and that 
this had been followed by sacculation of the cervix when the 
menstrual fluid filling this organ had been subjected to pressure 
by uterine contractions. The remaining part of the cervical 
canal might then have become subject to a “ valve-action,” 
with elongation and lateral compression, causing its virtual 
cbliteration. That some such sacculation was present is evident 
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from the relative positions of the distended cervix and the 
site of the obliterated os externum. 

In most cases of acquired haematometra the stenosis is in- 
complete and there is some leakage past the obstruction. So 
complete an obstruction and so extensive a haematometra as 
that here described must be very rare. 
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FAILURE OF IMMUNITY RESPONSES IN 
LOCALIZED DISEASE 


BY 


W. HOWARD HUGHES, M.D. 


‘{From the E.M.S. Laboratory, King Edward VII Memorial Hospital, 
London) 


During investigations on the influence of inflammation on 
immunity, evidence accumulated which suggested that, once a 
condition had become localized, there was a change in the 
absorption of substances from the site of inflammation and that 
the zone around the focus acted as a selective membrane 
stopping entry of substances of high molecular weight into the 
body. This conception found some support in the literature 
both from the work on the permeability of the tissues to dyes 
(Menkin, 1935, 1940) and from the work on staphylococcal 
lesions by Fleming (1939) in this country and by Hite, Banks, 
and Dack (1938) in the United States. The former showed that 
the level of staphylococcal antibodies was not raised above the 
level for the general population in persons who had suffered 
from a series of boils, while Hite and his co-workers fouhd that 
patients with persistent sinuses from osteomyelitis also showed 
no rise in antistaphylococcal haemolysins. These workers, too. 
failed to demonstrate any absorption of antigens or of anti- 
bodies introduced into these natural sinuses in man or into 
artificially induced sinuses in animals. 

The list of substances already thought not to be absorbed 
from inflamed areas includes various vital dyes, particularly 
trypan blue, horse serum, typhoid and paratyphoid vaccines, 
staphylococci and their toxins, and B. botulinus antitoxin. One 
recent observation supports this general picture. McClean (1943), 
in the course of work on gas-gangrene infections, found that 
animals dying from Cl. welchii infections had no welchii toxin 
in the circulating blood but large amounts localized in the 
infected muscles. 

It is desirable for three reasons to settle the question whether 
antigens are absorbed from a chronic focus. First, it is taught 
that there is no necessity to stimulate the body’s specific anti- 
bacterial defences during the course of naturally occurring 
disease, as adequate or even excessive amounts of antigen are 
already reaching the body from the lesions; secondly, it is 
possible to show what organism is causing a disease, since 
during the course of the disease, or in convalescence, the 
specific antibodies will always appear in the serum ; thirdly, the 
absorption of bacterial products will account for all the toxic 
effects seen in inflammation. 


Infections of the Urinary Tract 


In the past difficulty appears to have arisen because the 
diseases on which the work on specific immunity has been done 
were all those in which there is a septicaemic phase—for 
example, lobar pneumonia, typhoid fever, syphilis, bacterial 
endocarditis, streptococcal septicaemia, and puerperal fever. 
From these conditions it has been argued by analogy that the 
less spectacular conditions of localized disease had the same 
general immunity pattern. One way of demonstrating the 
incorrectness of this supposition is to examine the serological 
responses of patients with localized diseases in which the 
diagnosis is so obvious that the identification of the infecting 
organism needs no serological support. The first-series of cases 
recorded below had an infection with one single organism in an 
area which is normally sterile—the urinary tract; they ran a 
normal course and responded to the normal treatment. The 
accompanying Table shows 22 such cases. The cases were taken 
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in sequence ; only those organisms which auto-agglutinated in 
saline or which agglutinated to a high titre with all normal sera 
were excluded. Four strains were discarded for ‘these reasons 
The duration of the infection ranged from one week to many 





———— 


Duration | 














Case | Age | Agglutination Organism 
1 22 6/12 1/25 Coliform 
2 22 2/12 0 % 
3 23 3/52 | 0 w» 
4 23 «| 2/12 1/25 Proteus 
5 23 | 1/12 hve 0 Coliform 
‘6 24 7/12 1/2 v» : 
7 24 3/12 0 
8 oi 2/12 0 
9 36 2 years 0 
10 42 1/52 1/8 
il 49 6/12 0 
12 50 3/52 0 
13 53 Years 0 ” 
14 53 ‘i 0 * 
15 60 0 Proteus 
16 60 a 0 Coliform 
17 61 2 years 0 ” 
18 62 Years 0 . 
19 64 9/12 0 ” 
20 68 8/12 1/4 ” 
21 75 | Years es " 
2 16 | 2 0 Pyocyaneus 











years, the ages of the patients from 22 to 76. In the older age 
group, most of whom were men, a partial obstruction was 
present in some of the cases. It will be seen that 16 patients 
show no trace of agglutination of the autogenous organism ; of 
the remainder only 3 reach a titre of 1/25. 

These results may be compared with those given in cases in 
which coliforms may reasonably be held to have reached the 
blood stream. 

Case 23.—The patient had an arthritis of one wrist. The cultures 
from the joint gave a pure growth of coliforms. The patient’s serum 
agglutinated suspensions of the organism to a final titre of 1/2125. 
Complement-fixation tests, using the suspension of the organism as 
antigen, were positive even with a dilution of the serum to 1/1280. 

Case 24.—The patient, an elderly male, had an old stricture of the 
urethra, in association with which there had been no fewer than six 
abscesses as well as persistent cystitis. Cultures of pus from an 
abscess and of the urine gave the same coliform in pure growth. 
This was agglutinated to 1/640. 


Peritonitis 


To discover whether the usual cases of peritonitis behaved 
as localized or as generalized diseases from the standpoint of 
their immunity responses, four patients who had all been 
admitted together were examined ; one of these had a perforated 
gastric ulcer, the others perforated appendices. All- had 
peritonitis and ran a perfectly normal clinical course after 
drainage, leaving hospital in three to four weeks. 
impossible to distinguish clinically between the cases as to the 
degree of infection, the severity of the peritonitis, or the effects 
of the toxaemia on the patient, though the bacterial content of 
the exudates was different in the four cases; the organisms 
isolated were tested against the patient’s serum either -for 
agglutination or for complement fixation or precipitins. 


Case 25.—Perforated gastric ulcer. Pus sterile. 

Case 26.—Perforated appendix; cultures—coliforms. Test on 14th 
day of illness: agglutination and complement-fixation tests negative. 
Repeated on 21st day, tests still negative. 

Case 27.—Cultures—coliforms and haemolytic enterococci. On 
9th day: agglutination of coliforms negative; complement fixation 
with both organisms negative. On 16th day: agglutination of 
coliforms to 1/16; complement fixation with coliforms to 1/8. 
Complement fixation with enterococci negative. 

Case 28.—Perforated appendix. Cultures—Staph. aureus and af 
enterococcus. On 14th day: precipitins and complement-fixing ant 
bodies not found. On 21st day, still negative. 

These last three patients were completely recovered from 
their infections at the time of their leaving hospital. It might be 
argued that antibodies might have been present later in com 
valescence, but it is certain that they were not present in time 
to influence the local disease. 


Diseases of Respiratory and Alimentary Tracts 
In attempting to obtain the same type of information @ 
localized diseases of the respiratory or alimentary tracts, the 
problem is complicated by the difficulty of finding cases @ 


It was | 











which 
of seru 
of the | 
the nat 








The 
and tho 
in pneu 
well kni 
the pati 
by cher 
response 

Case - 

. thiazole | 
reached 
of the sf 
tested o1 
agglutinii 

This | 
followin 
duration 

Case < 
consolide 
present i 
and no z 

Case 4 
the glott 
Pneumoc 

The it 
diseases, 
Stream s 
unlikely 
localized 
Next casi 
Case 4 
bladder ; 

cerebral 


Pyocyane 
At the er 









er age 


tients 
m ; of 


ses in 
>d the 


ultures 


/2125. 
ism as 
/ 1280. 
of the 
an six 
ym an 


haved 
int of 


orated 


after 
t was 
to» the 
effects 
ent of 
nisms 
rt for 





- 


em 













~~ 


Marcu 17, 1945 





-_ 


which only one organism is isolated and in which, in the absence 
of serum antibodies, there can be definite proof of the identity 
of the infecting organism. The following cases were chosen as 
the nature of the causal organism was not in reasonable doubt. 

Case 29.-—Infection of the lacrimal sac for two years. Cultures 
gave pneumococcus Type 20 in pure growth. The patient's serum 
contained no agglutinins or capsule-swelling antibodies against the 
autogenous strain. 

Case 30.—Pleurisy for over a month. Fluid gave a pure culture 
of pneumococcus Type 4. The serum contained no capsule-swelling 
antibodies, but agglutinins were present to a titre of 1/4. 

Case 31.—Pleurisy following mild pneumonia. Exudate gave a 

culture of pneumococcus Type 1. The serum contained no 
capsule-swelling antibodies ; agglutinins present to a titre of 1/4. 

Case 32.—Empyema for four weeks. Exudate gave a pure culture 
of pneumococcus Type 1. Slight swelling of capsules to a titre of 
{/2, agglutination to 1/4, with a trace microscopically to 1/8. 

Case 33——Empyema for 12 days, no history suggesting previous 

nia. Pure culture of pneumococcus Type 1. No capsule 
swelling, but agglutination present to 1/8. 

Gase 34.—Chronic sinusitis. Pus gave almost pure cultures of 
Pfeiffer’s bacillus. Patient’s serum gave no sign of agglutination 
against the autogenous organism. Similar results have been obtained 
with acute and chronic infections of the nasopharynx with this 

i Patients with Str. viridans infections gave no complement 
fixation against the autogenous organism. 

Case 35.—Pleural effusion for about 6 weeks. B. pyocyaneus 
in pure culture obtained from the exudate. Serum showed no 
agglutinins. 

The next group of cases shows the reaction of children who 
carry the pneumococcus in the nose or throat and who are con- 
sidered to have infections of the tonsils and adenoids. While 
these patients will not give pure cultures of a single organism 
fromthe nose or throat, those chosen had a high percentage of 
colonies of one type. It is this group which would be expected 
to have the so-called subclinical infection that is credited with 
the growth of their subsequent immunity. 








| 
Case No. Age | Pneumococcus Type Serum Reaction 
% 12 10 Nil 
7 5 23 ” 
8 5 12 ” 
9 5 6 me 
#0 5 6 s 








The difference between the reaction of patients with localized 
and those with generalized disease is particularly well shown 
in pneumococcal infections. The classical lobar pneumonia is 
well known to give a shower of antibodies at the crisis ; even 
the patient whose disease is prevented from running its course 
by chemotherapeutic agents will still show some antibody 
response early in convalescence. The next case illustrates this. 


Case 41.—Typical history of the onset of pneumonia; sulpha- 


. thiazole given within 3 hours of the onset of the disease ; temperature 


reached normal within 15 hours and did not rise again. Cultures 
of the sputum gave a pure growth of pneumococcus Type 3. Serum 
tested on the 10th day; swelling of capsules demonstrable and 
agglutinins present to 1/16. 


This response may be compared with that obtained in the 
following two cases, in which the illness was of much longer 
duration but limited to the bronchi. 


Case 42.—Bronchitis for one month without any sign of actual 
consolidation. Almost pure growth of pneumococcus Type 14 
present in the cultures of sputum. No capsule-swelling antibodies 
and no agglutinins demonstrable. 

Case 43.—Case of carcinoma of lung complicated by oedema of 
the glottis and severe bronchitis. Sputum gave a pure culture of 
Pheumococcus Type 32. No serum antibodies could be detected. 


The infections of the meninges are in a separate category of 
diseases, since, in general, they must be infected by blood- 
stream spread or by spread from the nose and throat—processes 
unlikely to be associated with strict localization. An occasional 
localized infection may occur after lumbar puncture, as in the 
next case. 


Case 44—A man was admitted for diathermy of a growth of the 
bladder; this was done under spinal anaesthesia. Ten days later 
cerebral signs appeared and the patient was found to have a B. 
Pyocyaneus meningitis. He died after an illness lasting four weeks. 
At the end of the third week from the onset of symptoms his serum 
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was examined for antibodies to the autogenous organisms. Agglutina- 
tion was present at 1/2, absent at 1/4; complement fixation was 
negative. 

One crucial disease for our purpose would appear to be 
diphtheria. This is a perfect example of a localized disease with 
remote effects. It is evident that there is an absorption of 
diphtheria toxin from the lesion and that the localized disease 
can give a lasting general immunity to the patient. This im- 
munity is an antitoxic immunity, and as, so far as I know, little 
attention has been directed to the antibacterial immunity, a 
comparison of these two aspects of the immunity mechan’sm is 
instructive. I have been unable to obtain material from more 
than two cases in the present conditions, but they are sufficient 
to suggest the answer to the general question of what it is that 
determines absorption from a lesion. Agglutination tests are 
not satisfactory in my hands, even with mitis strains, but com- 
plement-fixation tests using the autogenous organism as antigen 
appear to be a good substitute: 

Case 45.—An adult had clinical diphtheria for at least five days 
before treatment; antitoxin was given. The serum, examined in 
convalescence at the end of the third and fourth weeks, showed no 
complement fixation with the autogenous strain of mitis diphtheria. 

Case 46.—A medical officer who had had previous diphtheria and 
whose Schick reaction was negative, performed an emergency 
tracheotomy and developed a sore throat from which the inter- 
mediate type of diphtheria bacillus was grown. There were no toxic 
symptoms and the throat was clear of organisms when the serum 
was examined at the end of the third week. Complement-fixation 
tests were negative, but the serum antitoxin titrated for me by 
Mr. L. B. Holt was at the high level of 0.1 unit per c.cm.—a level 
three times that usually taken as giving immunity (Glenny, 1925). 

Finally, just as errors arose by assuming that all diseases 
followed the classical immunity pattern of the blood-stream 
infections, so it would be a mistake to assume, without investi- 
gation, that any individual case of apparently localized disease 
will have no antibodies. While collecting the present series of 
cases two apparently well-localized conditions were found with 
good serum antibody titres. There was nothing definitely to 
prove that the blood stream had been invaded, nor, of course, 
to exclude such an event. 

Case 47.—Infection of the abdominal wound followed an appendix 
operation; no peritonitis was noticed at operation. Cultures gave 
a mixed growth of Str. faecalis and coliforms. The serum agglutin- 
ated the coliforms to a titre of 1/128, and a complement-fixation 
test with both organisms was positive, equivalent to one plus. 

Case 48.—From an abscess arising in the scar of a mastoid opera- 
tion performed 14 years previously a sequestrum was removed and 
the cultures of this gave a pure growth of coliforms. These were 
agglutinated by the patient’s serum to a titre of 1/250. 


Conclusion 

The failure of localized disease to call out the immunity 
responses of the body can be most easily explained by postu- 
lating some interference with the absorption of specific bacterial 
proteins and toxins from the focus. This is clearly not absolute, 
as the case of diphtheria toxin shows. The measurement of 
diphtheria toxin by Pappenheimer, Lundgren, and Williams 
(1940) shows that it is a small molecule among proteins, and this 
points to there being a selective filter functioning in the area 
of inflammation which will permit the passage of some proteins 
and not of others. Analyses of exudates and oedema fluids 
(Harkins, 1942) indicate that the only substances being held 
back are some of the globulins, but as these appear to be the 
proteins of chief interest in immunity reactions, their retention 
is important. 

Methods have now been devised for obtaining direct measure- 
ments of the porosity of membranes prepared from human 
fibrin, and the results so far obtained suggest that it may be 
possible to explain these results in terms of selective filtration. 
It is hop®d soon to publish the full particulars of these methods. 

If the observations in this paper are accurate it follows that 
measures designed to enhance the resistance of the body are 
indicated in those localized diseases not susceptible to 
chemotherapy ; that previous localized disease will not have 
immunizing value against reinfection with the same organism ; 
and that serological tests are of little help in identifying the 
causal organism in a localized infection. It also offers an 
explanation of why a measure of the antitoxic immunity of the 
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serum may fail to give a true indication of the ability of the 
body to deal with the bacteria forming that toxin. 


Summary 
In strictly localized diseases the body does not produce serum 
antibodies to the infecting organism. 
This is illustrated by infections of the urogenital system, peri- 
toneum, pleura, nasal sinuses, respiratory tract, and meninges. 
The explanation offered is that fibrin forms a selective membrane 
excluding some of the protein molecules together with larger 
particles. 
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A new type of Salmonella has been isolated from a patient 
with acute enteritis, the organism containing an H antigen in 
Phase 2 that has not previously been described. Details of its 
isolation and characters are therefore given. 


Clinical History 

The patient,.a soldier aged 37, was admitted to hospital on Sept. 7, 
1942, with a history of severe diarrhoea and generalized abdominal 
pain. The onset had been sudden the previous evening. No other 
men in his unit were affected, although they had shared the same 
food. Midday dinner that day had included canned pork; the 
patient admitted to having had a large helping. 

On admission he was still complaining of generalized abdominal 
pain and headache. He was obviously ill and dehydrated. His 
temperature was 100° F. There were no abnormal physical signs 
and his spleen was not palpable. The urine was normal. His 
motions were frequent—seven in six hours; they were fluid, 
greenish in colour, streaked with blood, and contained many white 
flakes. During the night following his admission his condition 
deteriorated; the diarrhoea became worse and vomiting of bile- 
stained fluid started, so that he was unable to take fluids by mouth. 
By 6 a.m. on Sept. 8 he was very-.collapsed, with a rapid thready 
pulse and subnormal temperature. The collapse was treated with 
injections of nikethamide and adrenal cortical extract; he was also 
given 14 pints of glucose-saline intravenously. His condition began 
to improve; vomiting ceased, but he continued to have abdominal 
pain and diarrhoea. 

The next day (Sept. 9), although his general condition was slightly 
improved, the diarrhoea was as severe as before. Therefore a course 
of chemotherapy with sulphaguanidine was begun. A total of 50g. 
of the drug was given over 6 days, starting with 16 g. on each of the 
first two days. Thereafter the patient’s condition gradually improved 
and the diarrhoea got less, until by Sept. 15 he was having only one 
motion a day, although it was still soft. He was discharged from 
hospital on Oct. 1, and was able to return to his unit after a stay 
of three weeks at a convalescent home. , 


Investigation 

A specimen of faeces passed soon after admission was examined 
bacteriologically. A non-lactose-fermenting organism was isolated 
which had the cultural characteristics and biochemical properties 
of the Salmonella group. A similar organism was isolated from the 
faeces on a number of subsequent occasions, but was not found in 
a faecal specimen passed shortly before the patient was discharged. 
Three days after the onset of acute symptoms the patient’s serum 
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was tested for agglutinins to S. typhi H and O, S. paratyphi A H, 
S. paratyphi B H and O, and Brucella abortus, using 1/80 as the 
lowest dilution of serum. No agglutination was noted except for a 
weak partial reaction at 1/80 with S. paratyphi B. A blood count 
showed the number of white blood cells to be 5,000 per c.mm. The 
urine showed no abnormalities. 


Bacteriology 


The non-ilactose-fermenting organism isolated from the faeces was 
shown to be a Gram-negative motile bacillus which produced 
shiny round colony 1 mm. in diameter on MacConkey agar. The 
biochemical reactions were as follows: fermentation of glucose, 
maltose, mannitol, dulcitol, arabinose, rhamnose, sorbitol, xylose, 
inositol, and trehalose with the production of acid and gas in 2% 
hours; no action on lactose, saccharose, salicin, adonitol, raffinose 
and inulin. The citrate-utilization test was positive: it produced 
hydrogen sulphide, but indole was not formed and gelatin not 
liquefied. When examined serologically the organism was agglutin- 
ated by S. paratyphi C O antiserum. Absorption of this serum by 
the organism completely removed the homologous agglutinins, 
Similarly, S. paratyphi C O removed all the homologous O aggly 
tinins from an antiserum prepared against the organism. Therefore 
the somatic antigenic complex appeared to be VI.VII. On firs 
isolation the organism was firmly in flagellar Phase 2, and was 
agglutinated to 1/40 by Standards (M.R.C.) Oxford non-specific 
Salmonella H serum (homologous titre 1/640). It was tested with 
single-factor sera containing agglutinins 2, 3, 5, 6, and 7, but was 
unaffected by these. An antiserum was prepared, and the following 
absorption tests were made (see Table): 


S. cardiff Phase 2 Serum 
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It is obvious from the table that the recognized Phase 2 strains failed 
to absorb the agglutinins from the antiserum prepared against 
Phase 2 of theeorganism; therefore the strain must have contained 
a new entigen. This has been designated 10, the full structure of 
Phase 2 being 1,10... 

Phase 1 of the organism was isolated by the inoculation of culture 
into semi-solid agar containing serum for S. paratyphi B, Phase 2 
Phase 1 of S. cardiff was isolated without difficulty from the firsi 
passage. It was agglutinated to titre by S. thompson (k) serum, and 
completely removed the homologous agglutinins from this serum. 
S. thompson (k) was agglutinated to titre by a serum prepared with 
Phase 1 of the organism, and gave full reciprocal absorption. 
Phase | was denoted by k. 

Summary 


A new Salmonella type has been isolated from the faeces of a 
human case of acute enteritis. This organism has the antigenic 
structure VI.VII: k ~— 1,10 ..., and is designated S. cardiff. 


Our thanks are due to Dr. W. J. D. Fleming for his help in the 
technical investigation of this organism; to Dr. T. J. Hennelly for 
permission to use the clinical notes of the patient; and to Dr. J. M. 
Naftalin for some results of laboratory investigations. 


Some 150 doctors of the Royal Navy, British and American Armies, 
and R.A.F. attended a conference held in a Bengal hospital recently, 
when the work of the regimental medical officer was discussed. 
Many speakers saw in the duties of the R.M.O. and his relation to 
the rest of the Army’s medical services a similarity with the position 
of the G.P. at home in relation to the civilian medical services. 
Both carried heavy responsibilities, and just as the G.P. was the 
backbone of the profession at home so the R.M.O. was the backbone 
of the Army’s medical service. For the R.M.O. there was often 
too little reward. His work was at times monotonous, at times 
arduous, and nearly always taken for granted. He lacked the 
stimulus of contact with colleagues and with hospital work, and his 
patients were soon lost to him. The regimental medical officer, 
working alone and under conditions of maximum discomfort and 
often of danger, with no one to fall. back on for advice, was the 
embodiment of the R.A.M.C. motto, Jn arduis fidelis. 
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Sulphonamides and Tropical Ulcer. 


In an area in which tropical ulcers are common I have had 
some success when treating the condition with sulphanilamide. 
The ulcers include the sloughing and phagedaenic types, and 
there are the predisposing conditions of malaria and poor nutri- 
tion. 1 shall be giad to hear of the results of the same treatment 
given in other such areas. . Ae" 

Treatment.—Paint the ulcer with 24% tincture of iodine, 
especial care being taken to see that it reaches well under the 
enveloping edges. Allow it to dry, then cover it with a layer 
of powder made up of equal parts of sulphanilamide and 
magnesium sulphate. Repeat treatment daily until cured. No 
bad after-effects of the drug have been observed. Under no 
circumstances should aqueous antiseptic solutions be used. 
Watery solutions make the ulcer worse. 


— 
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Case RESULTS 


Case 1—A schoolgirl aged 11 with malaria. Growing abnor- 
mally rapidly for her ~¥ An ulcer of 6 months’ duration on 
the outer side of the left ankle-joint had been treated with anti- 
septic solutions and ointments by various doctors. The ulcer got 

worse, with sloughing and gangrenous tissue round the edges. I 
, treated the case first with equal parts of magnesium sulphate and 

after cleansing with % alcohol. The procedure was very 
painful and cocaine was needed to allay the 4 4- This treatment 
was used for 25 days. The patient improved, but was not cured 
until sulphanilamide was substituted for the sugar. After 8 days of 
this treatment the ulcer—2 in. in diameter and 1/2 in. deep—was 
healed. Eleven months later the patient had a second attack, in the 
same place, after a knock on the ankle. The ulcer, this time much 
smaller, was cured in three dressings. 

Case 2.—A woman aged 40, poor, badly nourished, and with a 
history of chronic malaria, had an ulcer 4 in. long, 2 in. at the 
widest part, and 1 in. deep, on the upper part of the right leg. 
She was cured in two weeks by the same treatment. 

Case 3—A boy aged 13 developed an ulcer and gangrene of the 
eft arm after comminuted fracture. There was an extensive slough- 
ing and gangrenous area extending 4 in.—almost from the. elbow 
to the wrist. The patient was nearly cured after 2 months’ treat- 
ment by the same routine. 


Many other cases were cured by this method. Microscopi- 
cally some of them showed fusiform spirochaetes and rod- 
shaped bacilli, pneumococci, streptococci, and staphylococci. 


-H. Mina, M.D. 
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The Persistence of Plasmodium ovale 


The life-span of all four species of the malaria parasite out- 
side the endemic area in naturally acquired infections is now 


human body up to 21 years (Shute, 1944), benign tertian three 
years, subtertian one year, and ova/e tertian a few months. 
Moreover, the methods of treatment of the fever produced 
by the various species of parasite are more or less firmly estab- 
lished, and it is generally understood that Plasmodium ovaie is 
the one species most amenable to quinine therapy. That there 
may be exceptions to this rule the following case record will 
show. 


Vv 


Case REcoRD 


The patient, the wife of a doctor, was seen in Aug., 1939, after 
having spent one year in Sierra Leone. She had suffered six attacks 
of malaria during this period. In an attack in June, 1939, definite 
quartan parasites were found in her blood, and she was given 
seemoquine-compound (plasmoquine and quinine) treatment. This 
ad to be discontinued as she became cyanosed and suffered from 
severe abdominal pain, which was at first thought to be due to 
intestinal obstruction, but was ultimately ascribed to plasmoquine 
poisoning—though it should be stated that-she had long been known 
0 be the victim of ulcerative colitis, Another attack of fever 
followed in July, for which she received adequate quinine and 
mepacrine treatment for one month. After a period of leave in this 
country she returned to Sierra Leone, where she had several further 
attacks of malaria; this time a subtertian infection was definitely 
diagnosed, for which she was treated. She finally returned to this 
country in Aug., 1942, and has been here ever since. 

There was some further fever in Dec., 1942, and though no 
Parasites were found in her blood after prolonged search, on the 
clinical findings she was treated with mepacrine and quinine for 
subtertian infection. She kept more or less well until March 5, 1944, 


when she developed a rigor, with severe headache, vomiting, pain 
ia the lumbar region, and a temperature of 106° F. Similar attacks 
ae at 48-hour intervals. 

ii. 


Seen on March 10, she looked pale 
There was slight enlargement of the spleen, and examina- 
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tion of her blood revealed a fairly heavy infection of typical half- 
grown P. ovale parasites. She was treated with mepacrine and 


quinine on the usual routine lines, and has remained well since. 


_ DISCUSSION 


lt is obvious that this lady must have acquired her P. ovale 
infection in Sierra Leone at least 19 months before the para- 
sites manifested themselves in the peripheral blood, and it is 
also certain that at least. one full course of treatment for the 
subtertian infection had been given during this period. How 
is it, then, that the P. ovale parasités were not extirpated by 
this course of treatment at the same time as were the subtertian 
parasites, especially when P. ovaie infections are seldom known 
to relapse in this country as do the other species? Why did 
mepacrine and quinine cure this attack of P. ovale infection 
when apparently it had no influence in preventing it? 


This case would seem to support Shute’s (1939) theory that 
malaria sporozoites may remain dormant for long periods 
underneath the epidermis, where they are unaffected by’ anti- 
malarial drugs, awaiting an opportunity of finding their way 
into the blood stream when a suitable state of the host presents 
itself ; or possibly an exo-erythrocytic cycle in the human host 
exists similar to that in bird malaria—P. gallinaceum (James 
and Tate, 1938)}—but which so far has not been demonstrated 
in human malaria. 


From this case it would seem that, so far from being always 
a trivial affair, it is now becoming apparent that P. ovale may 
occasionally produce a really serious illness with marked objec- 
tive symptoms such as vomiting and high pyrexia, or, as we 
have pointed out in a previous paper (Manson-Bahr and 
Muggleton, 1937), even manifestations suggestive of appendicitis. 


Puitie MANSON-BanR, M.D., F.R.C.P. 
W. J. MUGGLETON, F.I.M.L.T. 
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Pneumococcal Meningitis Treated by Penicillin 


The following record of two cases of pneumococcal meningitis 
in which a relapse occurred after treatment with penicillin may 
prove of interest. 


Case 1—A woman aged 70 was admitted to Addenbrooke's 
Hospital, Cambridge, on Nov. 16, 1944. She was pale and wander- 
ing in mind, and there was some rigidity of the neck. However, 
the pupils and reflexes were normal and there were no signs of 
middle-ear disease. Lumbar puncture produced a turbid fluid at a 
pressure of 140 mm. Sulphathiazole 2 g. was given at once and 
1 g. four-hourly until next morning, when pneumococci were reported 
on culture. The dosage was then increased to 1 g. every hour. 
Twenty-four hours later the pneumococci were reported to be 
penicillin-sensitive. Accordingly 10,000 units of penicillin were given 
intrathecally every six hours and 2,000 units intramuscularly every 
three hours. Twenty-four hours later but few pneumococci were 
found on culture. On the sixth day of treatment the cerebrospinal 
fluid was almost clear and a penicillin concentration of more than 
50 uniis per c.cm. after 36 hours dropped to 10. It would appear 
that to maintain the necessary concentration frequent injections must 
be given. The patient completely -recovered on Dec. 21, was rational 
and well, and was normal in pulse and temperature. 

Case 2.—This patient was a woman of 28 who was 7 months 
pregnant and who developed pneumococcal meningitis after a 
bilateral mastoid operation. She was given 8,400 units of penicillin 
intrathecally every six hours and 16,800 units intramuscularly every 
three hours for four days. On the third day the temperature was 
normal and the cultures sterile. She relapsed, however, after 48 
hours, became comatose, and died, despite a second course of 
penicillin. Necropsy disclosed no infection remaining in the mastoid 
region, but there was meningitis of the vertex. 


The total dosage of penicillin given was: Case 1, 270,000 
units intrathecally and 910,000 intramuscularly ,in six days ; 
Case 2, 134,000 units intrathecally and 537,000 intramuscularly 
in four days. 

Cairns et al. state that these cases have a tendency to relapse 
after doses of 7,000 units for five days. They may do so even 
after larger doses, as in Case 2. 


I should like to thank Dr. J. F. Gaskell and Mr. A. Walford for permission 


to publish these cases. 
DoNnALD GENGE, M.B., B.Cu. 
Addenbrooke's Hospital, Cambridge. 
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NEUROLOGY OF EYE, EAR, NOSE, 
AND THROAT 

Neurology of the Eye, Ear, Nose, and Throat. By E. A. Spiegel, M.D., 

and I. Sommer, M.D. (Pp. 667; illustrated. $7.50.) New York: Grune 

and Stratton. 
This magnificent volume provides a survey of the physiology 
and pathology of the nervous system in so far as they are 
connected with the eye, ear, nose, and throat, and such a 
survey necessarily includes a large part of the central nervous 
system. It embraces therefore all that the specialists in diseases 
of these organs may be expected to know,~and in fact more 
than the average specialist is likely to acquire and retain in 
his mental and educational equipment.. In the aural section 
the first chapter deals with the organ of hearing, and it provokes 
the reflection that a sense organ which plays so great a part 
in the normal activities of the individual exercises remarkably 
little influence on the study of neurology, while knowledge of 
the physiology of the vestibular system and semicircular canals 
in relation to the central nervous system has made rapid 
progress in the last thirty years; yet knowledge of the central 
connexions of the ocular apparatus is by comparison enormous. 
Although this is a large book, an excellent proportion between 
the various sections has been maintained, and a full account 
of the problems which so oftef present themselves will be 
found. Only in the case of the syndromes which are caused 
by the associated paralyses of the lower cranial nerves is the 
information scattered and unsatisfactory. The work of Burger 
in marshalling these syndromes into an orderly system has 
escaped notice. The illustrations, which depict numerous 
diagrams, specimens, and microscopical sections of the central 
nervous system, will be found a mine of information, and within 
the limits determined by the scope of the subject the authors 
have produced a complete and reliable textbook of neurology, 
with an excellent bibliography. 


TRICHINOSIS 


Trichinosis. By Sylvester E. Gould, M.D.,; D.Sc. (Pp. 356; 
$5.00.) Springfield and Baltimore: Charles C. Thomas. 1945. 


A book .which deals fully with a single disease can be a 
particularly satisfying possession when one is confident that 
it gives all that is worth knowing on the subject. This con- 
fidence may be reposed freely in the work entitled Trichinosis, 
by Sylvester E. Gould of Detroit. It was to be expected that 
this book would be written in the U.S.A., since the disease 
is much more familiar there than with us ; indeed, post-mortem 
examinations of muscle in that country have shown that about 
10% of the population are infested at some time by Trichina 
spiralis, if only to an extent which can have had only slight 
clinical effects. The history of the disease and its elucidation 
is well told, from the original discovery of the parasite by 
James Paget while a student at St. Bartholomew’s. (How many 
people know that two major “discoveries in connexion with 
this disease were made by students, the second being the observa- 
tion by Thomas R. Brown at Johns Hopkins that eosinophilia 
is a constant djagnostic sign?) 

The contributions of Virchow and Zenker to the study of 
trichinosis were among their more important if less familiar 
achievements, and in the German part of the story there is 
an arresting anecdote about a sceptical veterinary surgeon who 
was challenged to eat infested sausage meat and duly developed 
the disease. A passion for raw pork has been many people’s 
undoing: it can apparently be so strong as even to overcome 
fear of the disease in those fully aware of the risks they run. 
Such knowledge was of course lacking in Wolverhampton at 
the time of the only recent big outbreak of trichinosis in this 
country, but the habit of spreading the contents of uncooked 
sausages on bread-and-butter to furnish a tasty lunch for 
workers was a factor in many of the cases there. 

For all information on the pathology, diagnosis, treatment, 
and prevention of trichinosis Gould’s book will be found a 
complete guide. It is profusely illustrated, agreeably and 
concisely written, and furnished with an extensive bibliography, 
arranged chronologically from 1822 to 1943. 


illustrated. 


TUBERCULOSIS AS A SOCIAL PROBLEM 
Sool See pA Tuberculosis. By S. Roodhouse Gloyne, M.D., D.P.H 


(Pp ) London: Faber and Faber. ; 
When a distinguished pathologist writes a book with this tithe, , 
we unconsciously prepare for the shock of discovering t _ ae 
there are aspects of the subject which have escaped pre r? talon 
outside the laboratory but have been noted by a scientist at his farthe 
bench. But the author has no intention of surprising us. He§ These 
lectures to nurses, and since nowadays “social” medicine j§ line ¥ 
in the fashion, he wishes to make this published review com brief 
plete by a feat of overcompensation for the social side of th = 
subject which, we suspect, attracts him least. 


The earlier chapters, which deal with aetiology, and tha 
obscure but fascinating relationship between soil and germ, ar » The 





excellent. Lecturers to audiences even more critical than! metho 
hospital nurses will find Dr. Gloyne’s wise meditations on g/ 1 new 
lifetime’s experience very helpful for hints and for referend®| ‘ima’ 
The bovine controversy is ably summarized, the question of a, 7 
distribution is well handled, and the subject of primitive aj |! ae 


Colonial tuberculosis is brought in from its usual sphere g apr 
neglect. We are glad to see that the view that sanatoriug i 
nursing is probably less dangerous than nursing in wards ~"}’ 
chronic tuberculous patients receives Dr. Gloyne’s support. j “he 


Wherever the author can rely on statistics and generalizaties YNO 
he is good. But care work and rehabilitation are not aspects || descrip 
of the tuberculosis problem which can be illuminated from such }! Hutchi 
resources, and this end of the book is unconvincing. Rehabili-| "°° 
tation of tuberculous patients, in the full sense contemplated ip ph 


the near future, is a difficult and still largely experimental art, ' 
The time has not come when it can be effectively summarized} "se 50 





Dr. Gloyne’s book does not quite satisfy the expectations) omissic 
aroused by its name, but it is a good book, the work of am) jark-gr 
analytical brain, though as such we doubt whether it will set thé | he ur 
student on fire with enthusiasm for tuberculosis as a sociaf trsenot 
. t ures V 

problem. oD or te 
ANATOMY OF FOOD HABITS r mem 

The Origin of Food Habits. By H. D. Renner. (Pp. 261. -15s.) London: average 
Faber and Faber. 1944. uation 
Wartime restrictions have naturally heightened the interest fat dos 


in food, both scientifically and nostalgically. In this book f*face. 1 
Mr. H. D. Renner has probed deeply into the origin of féod | heir a 


habits rather discursively and in a style somewhat portentous! , ™™phl 
Nevertheless he adduces much interesting evidence, and makes 

shrewd criticisms of some food fads and fallacies. Starting’ _ "het 
with a review of our knowledge of the special senses, he show: { "© ‘4 
how psychological factors predominate throughout. Thus the | arb 
appetite tires of strongly pronounced flavours much mote | sioner 


quickly than of neutral flavours. Hence the objection 10! typiene 
toujours perdrix, and the revolt of London apprentices against | mprovi 
salmon more than twice a week in what now seem far-off | Prof. C 
days indeed. On the other hand, the slight flavour of bread | lecturer 
and potato does not excite this fatigue, which makes them ve 
an admirable interlude between stronger flavours. Foods with 
the richest flavours do not grow at high temperature or sea level, | of medi 
but in higher altitudes with better exposure to the sun. From, sanitary 
Rubner’s statistics he shows that calorie requirements jn different +” heath. 
climates vary much less than is commanly supposed. Thus ; 4 enlar 
Britain, standing at the head of the list with close on 3,000 | of socia 
calories, exceeds Italy by only a trifle over 300 calories. | _ 

Mr. Renner is specially interesting on the origin of the} | wont 

See , : “ : nutr 

port-drinking habit ; starting as a political threat against French | Cuthber: 
wines, and made practically possible for transport to England} of new | 
by fortifying the wine with brandy, it led to the discovery; proporti 
that maturation could take place in bottles. So the prevailing f and the 
shape of bottles was altered to enable them to ‘lie in bins 
which was only possible when cork bark was introduced for 
sealing them. He remarks that although salt has long beet 
well known for its preservative properties its real importane 
to the animal economy went unrealized until the relief of 
muscular cramps, after profuse sweating, by salted water wé 
discovered. It is interesting to know that with prolongé 
residence in hot climates the output of salt in both sweat 4 
urine diminishes—an important fact in acclimatization. 

These are instances of the varied facts embedded in a goo 
deal of verbiage ; yet we doubt whether the author will i 
us, on his recommendation, to abandon sandwiches or 
gnaw bones. 
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peat Notes on Books 
a Mr. Maurice H. Wuirtino’s little book Ophthalmic Nursing, first 
his tith, i in 1926, has now reached a fourth edition. Brief notes 
ing t on air-raid injuries and burns of the eye have been added, the 
ervation® section on sulphonamide drugs has been rewritten in the light of 
ist at his farther experience, and a note on virus infections has been inserted. 
us. These and other additions and minor changes bring the book into 
dicine ig line with modern developments. As Sir John Parsons says in his 
wc brief introduction, good ophthalmic nurses are rare, and although 
On the art of nursing cannot be learnt from books, good manuals are 
€ of the} <el-nigh indispensable. This is one of them. The publishers are 
J. and A. Churchill, and the price 6s. 6d. 
ind that | . 
erm, arm The ninth edition cf Prof. R. A. FisHer’s manual of Statistical 
al than! Methods for Research Workers (Oliver and Boyd: 16s.) contains 
Ms On g/ 1 new section on the testing of homogeneity of evidence used in 
“ferend! imation. It may be important to determine whether different 
n of al, ees of information fully concur in the estimates to which they 
tive al | gor whether there is a compromise between sets of data which 
3 significantly discrepant. Prof. Fisher shows how a x? test may 
here g applied. This valuable book will continue to spread knowledge 
latoriug | * sound statistical technique. 
vards »" 
ort. | “he best part of the little pamphlet V.D. Lectures for Nurses, by 
alizaties ynoLD H. Boyp, M.B., F.R.C.S.Ed., is the introduction; the 
t aspects || description of syphilis and its treatment is good, though one of the 
om such Hutchinsonian triad in congenital syphilis—i.e., eighth nerve deaf- 
Rehabili- ness—is omitted ; gonorrhoea is dealt with adequately, but the rarity 
slated i of gonococcal ophthalmia in adults might have been “stressed, and 
some description given of the side-effects of sulphonamides. 
ntal art, roid, ‘granuloma venereum, and lymphogranuloma inguinale 
marized.}"ste so rare in this country as hardly to deserve mention; their 
ectations } omission would have left space for such matters as a description of 
k of anj jark-ground microscopy, details of tests for albumin and bile in 
ll set the | he urine, the nursing of cases of dermatitis and jaundice after 
a social wsenotherapy, the staining of films, and a number of other proce- 
b| ‘ures which nurses carry out. This publication should prove help- 
‘+ ul to all those. who assist clinic medical officers, but some of the 
i] anguage might have been simpler; one is led to doubt whether the 
London: | average nurse knows what obliterative endarteritis; perivascular infil- 
‘ tration, or intertrigo mean, while “‘ the patient should be kept lying 
interest; fat downwards”’ seems an awkward way of saying prone or on his 





Lis book f” face. The paper and general production are excellent, and perhaps 
of féod | heir quality accounts for a comparatively high price (2s.). The 
' vamphlet is published by Heinemann (Medical Books) Ltd. 


rtentous' 
id makes ; 

Starting The manual entitled Hygiene, by Prof. J. R. Currie, who then held 
re show: [ he chair of public health in the University of Glasgow, appeared 
Th | irst in 1938 and had very favourable notice in these columns as a 
‘h wP extbook for the use of students of medicine and general practi- 


j | toners. It gave the essentials of personal, domestic, and industrial 
ction 0 |’ hygiene and of the extensive provision made for maintaining and 
$ against | mproving the public health. In preparing the second edition 
1 far-off | Prof. Currie has had collaboration from Dr. A. G. MEARNs, senior 


of bread | lecturer in public health at Glasgow, whose name now appears with- 
es them his on the title page. It is published in Edinburgh by E. and S. 
ods with Livingstone at 21s., plus 7d. postage. The authors have widened 

level, their prospective audience and address the book not only to students 
ca of medicine, medical officers, and practitioners of medicine, but to 
le From Sanitary inspectors, social workers, and others interested in public 
different | health. Appearing at this time it naturally has to do with hygiene 


i. Thus ; a& enlarged and quickened both by the war ..4 by the development 
yn 3,000 | of social medicine. In an endeavour to keep pace with the march 
s. of time most of the text has been recast and much written anew, 
of the and post-war planning is touched upon in a postscript. New sections 
French om nutrition and dietaries have been contributed by Dr. D. P. 
t | Cuthbertson, and the volume now runs to 432 page’, with a-number 
England of new figures, some of them reproduced in colour. As before, the 
liscovery proportion observed is judicious, the arrangement easy of reference, 
revailing band the presentation interesting. . 
in bins, 
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The Czechoslovak Medical Association in Great Britain has shown 

a truly international spirit in its 1944 Compendium (Czechoslovak 
Research Institute, 29, Fursecroft, George Street, London, W.1; 5s.), 
Which is a United Nations issue, ranging over the medical services 
of many countries. It includes articles on Soviet medical science, 
the health services of China, the school of medicine in Brussels, 
medical care in Holland, health in Yugoslavia, medical edycation 
weat aM} in post-war Austria, and the health situation in other liberated or 
Occupied countries. Sir Arthur MacNalty traces briefly the history 

1 a goo! of public health in England from the pre-Reformation monasteries. 
11 induct The acting director of the Polish Health Services contributes some 
ss OF ghts towards a Better Organization of Health Services after 
: War,” in which he sketches an idea for an international league, 
4 permanent organization of doctors of Allied States, with an inter- 
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national intelligence office to gather and publish all recent scientific 


achievements and methods, an international body to deal with 
chemo-pharmaceutical problems, and an international fund for use 
in an epidemic which might be beyond the resources of a particular 
country. The compendium is dedicated to Dr. Benes, now on his 
way back to his country, whom it salutes as the “ friend and trustee 
of the common man.” 








Preparations and Appliances 








A SAFETY ENDOTRACHEAL CONNECTOR 


Dr. A. OWEN-FLOop (London, N.8) writes: 


Endotracheal tubes all act more or less efficiently if the 
rubber is new and retains its elasticity. Amy wear or fraying 
makes for an insecure joint when connexion is made to the 
source of the anaesthetic, and there is a danger of the tube 
slipping down into the larynx and thence into the trachea 
and bronchi. The possibility of this happening is a major 
nightmare to the anaesthetist, especially. if the endotracheal 





tube is being used as an airway only and the connector is 
employed to retain it in position. It is here, under the cover 
of the mask, that an insecure joint may not become evident 
until it is too late to prevent the excursion of the tube towards 
the bronchi. Many anaesthetists prefer to discard the eon- 
nector altogether and rely on the ever-useful safety-pin, 
borrowed from the nearest probationer, to retain the tube. 
The numerous pin-holes at the tube’s end eventually render 
it unsafe if the connector is used by another anaesthetist, in 
the same hospital, who is not addicted to the pin technique. 

The device illustrated gives a really reliable joint which is 
so secure that a degree of force is necessary to pull the endo- 
tracheal tube away from the connector. For ease in demonstra- 
tion and illustration I have chosen a Thornton type of con- 
nector, but the device can be applied to most of the leading 
types now on the market. 

The apparatus consists essentially of a split tube or, as it 
is called in the trade, a split chuck, which is welded on outside 
the original connector. This outside chuck is split vertically 
into four broad segments so that the lower ends form four 
claws. On the inner side of each of these claws is fixed a 
small stub. A broad ring is fitted outside the chuck, which, 
when slipped downwards, closes the claws on to the inner tube. 

To use the apparatus, the ring is set in the topmost position 
on the chuck so that the claws will be in the full-open posi- 
tion. After insertion of the endotracheal tube the end is slipped 
on to the inner tube of the connector and the ring is pushed 
down, closing the claws, which, with the help of the inner 
stubs, firmly grip the substance of the rubber tube against the 
inner connector tube. ; 

May I here record my thanks to Mr. Victor Peck, engineer, 
for his helpful suggestions and for making the original trial 
model, and to Mr. Tully and the other directors of the 
Medical and Industrial Equipment, Ltd., 12, New Cavendish 
Street, London, W.1, for their valuable guidance and for 
making the apparatus for me. 
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THE POLITICAL LOAF 
Any last lingering doubts that the European war is draw- 
ing to an end have been dispelled by the Government's 
decision to reduce the extraction of the wheat grain for 
the National Loaf. And the debate on this in the Lords 
on Feb. 28 showed remarkably little support for. the 
Government’s decision. It may be recalled that in March, 
1942, the extraction of wheat was compulsorily raised to 
85%, and the priniary purpose of this was to save ship- 
ping space. At different times the following ‘substances 
were added to flour: barley, groats and barley, prepared 
chalk, and dried skimmed milk. Synthetic vitamin B.,, 
about which there was so much controversy in the early 
part of the war, was not added to the flour. The motion 
to which Lord Teviot spoke last month was: “ That the 
standard of 1942—i.e., 85% extraction—should be regarded 
as a minimum compatible with the maintenance of the 
health of the people, and that if. the extraction rate has 
been reduced below that standard it shall forthwith be 
restored.” There seems to have been first of all a reduc- 
tion to 824%, and then a further -reduction to 80%, the 
first in October last year, and the second in January of 
this. When the first reduction was effected it was stated 
that the sacrifice of essential nutrients was “ inappreciable.” 
Lord Horder put a pertinent question in the Lords debate 
when he asked: “How many inappreciables go to an 
appreciable ?” He described the benefits to health which 
could justifiably be attributed to the consumption of 85% 
extraction flour during the greater part of the war. “We 
found,” he said, “that some of these cases of ulceration 
of the stomach healed more and not less quickly under 
the National wheat-meal bread than they had done under 
the 75% extraction bread—not, shall I say, a surprising 
finding, seeing that we know that the healing of ulcers 
of that type is contributed to by a rise in the general 
nutrition of the patient.” Anaemia had greatly decreased 
in incidence. His own experience, supported by that of 
a large number of his colleagues, was that the country as 
a whole was much less constipated. He reminded the 
House that increasing the extraction rate from 75% to 
80% gave us enough additional bread to provide 14 million 
people with 1 lb. per head a day. In view of the facts that 
we were one of the signatories to the Hot Springs Con- 
ference, and that there was a great shortage of food in 
liberated countries, the proposed reduction was difficult 
to understand. Lord Hankey observed later in the debate 
that the Government was committed to the decision of 
the Hot Springs Conference to “consider the most effec- 


tive means of disseminating knowledge of correct feeding 
among all sections of the population.” 

It appears that the Government’s defence is that néw 
methods of milling worked out at the Ministry of Food’s 
Cereals Research Station at St. 


Albans had made it 
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possible to reduce the percentage of extraction withog§ Thos 
“appreciably” lowering the vitamin B content of th} good t 
resulting flour. The latest results of microdissection gf aiid ba 
the wheat grain were described by Dr. McCance and Mig: is retu! 
Widdowson at the recent meeting of the Nutrition Society, the pig. 
a report of which is published elsewhere in this isgue{ the PO 
The typical wheat grain consists of 12.3% of bran, 834 | white f 
of inner endosperm, 2% of outer endosperm, 1.2% of| most s¢ 
embryo, and 1.5% of scutellum. The endosperm is rich | satisfiec 
in carbohydrate, the bran in iron, and the embryo a , 0 the 
scutellum in protein and fat. The scutellum is a tiny sented 
sheath of powdery matter between the embryo and the Nation: 
endosperm, and contains more ‘than half the vitamin B,{ by suc! 
of the whole grain. Germ, scutellum, and the outer layer should 
of the endosperm are lost with the bran in low-extraction | which I 
flour ; but a flour of 85% extraction can be prepared which |) ing whé 
contains the germ and scutellum. Only a small amount ing, inf 
of vitamin B, is, therefore, lost in reduction of extraction } in food 
from 100% to 85%. But below this the decline is rapid, | eaforcit 
Mr. A. L. Bacharach observed that there was a 22%} borne e 
reduction in the available iron when the extraction of | law wh 
wheat was reduced from 85% to 80%. Lord Balfour| deterior 
of Burleigh, who is chairman of the Medical Research} tunately 
Council, quotes a high authority on nutrition thus: “| } no such 
expect an increase in anaemia to result from the reduc-{ It show 
tion to 80%, and I am confident that if the reduc-* health, 
tion goes on down to the pre-war 75% or 70% there} andcon 
will be a great increase in anaemia.” Miss Copping,| The t 
at the Nutrition Society meeting, pointed out that ribo-| and the 
flavin decreased to about two-thirds of its 1942 value when | sound si 
extraction was changed from 85% to 824% at the end of ¥ 'armful 
1944. In agriculture the chief need for wheat offals seems { ing that 
to be in the poultry and pig industry, as these animals | bands v 
suffer from vitamin deficiencies unless they are given that | Health | 
part of the wheat grain which popular taste in this country | paign. 
appears to have discarded. But if it comes to the question | what on 
of pig versus man most people would agree with Viscount «> “ Standa 
Bledisloe that “the children of the nation must in this { campaig 
respect be given a priority over the pigs.” In the present | four if i 
state of nutritional knowledge it would seem to be unwise | ‘nately 
to support a policy of adding vitamins to a low-extraction | of Heal 
flour in order to meet the consumer's faste and his | Promise 
apparent vitamin needs. More than one observer has , tunity of 
pointed out that there are probably essential nutrients | healthy | 
whose existence is yet undiscovered and that we still do 
not know what we may be excluding from a highly milled 
flour. There would seem to be much force in the} RELIE 
ingenious suggestion made by Dr. Kodicek that high-| A few p 
extraction flour should be used for human consumption | to Prof. 
and that experiments in artificial enrichment should be | injuries 
tried out in the first place on pigs and poultry. describec 
If we consider vitamin B, alone it is well to recall the} otherwis, 
extent to which this has disappeared from the national Grey Tu 
diet during the past two or three hundred years. In 1670, publishec 
for example, the soldier’s ration contained 1,000 units of} condition 
B, a day; in 1782 the diet of the parish poor contained} shoyjg } 
between 600 and 850 units; a little over 100 years 4809 especial, 
the Poor Law diet of London contained 1,230 units. Just} have a g 
before this war the vitamin B, content of the diet ranged] §0 refer ; 
from about 290 units at the lowest income level to about 
500 units at the two highest income levels. 
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ithogy Those who are better off have a fair chance of making 
f the} good the deficiencies of wheat flour by, say, having eggs 
on gf amid bacon every morning for breakfast; the wheat offal 
| Ming: is returned to them through the medium of the hen and 
ciety, {/ the pig. The opportunity for doing this is restricted among 
issue} the poorer classes ; and they have almost an addiction to 
834 | white flour in any shape or form. If, therefore, after the 
% of | most searching inquiry doctors and experts in nutrition are 
; rich | satisfied that extraction of flour bélow 85% is injurious 
y andy, to the health of the country, will the country, as repre- 

sented by Parliament, agree in peacetime to eat a standard 
National wheat-meal? Or is it more likely to be swayed 
in B,| by such spurious slogans as that in a free country one 
layer { should eat what one likes? There are fortunately laws 
ction | which prevent people from eating what they like and drink- 
which ) ing what they like, so they may be protected from poison- 
nount ? ing, infection, and from consuming undeclared constituents 





. tiny { 
d the 


ction | in foodstuffs. Is there in fact any real difference between 
-apid, enforcing laws to prevent people suffering from the water- 
22%} borne epidemics of the nineteenth century and enforcing a 
vn of | law which is against the consumption of flour seriously 
Ifour | deteriorated by the removal of essential nutrients? Unfor- 
earch > tunately the large-scale consumption of vitiated flour causes 
: “7} no such dramatic departure from good health as beriberi. 
educ- | It shows itself rather in an insidious lowering of general 
educ- © health, caused by such remediable conditions as anaemia 
there | and constipation. 

ping, The two obstacles to “ bread reform” are public taste 
ribo- | and the millers. If the millers were really convinced by 
when | sound scientific and medical evidence that white flour was 


nd of ¥ harmful to the health of the people we cannot help think- 
ing that public taste could soon be remoulded if they joined 


eems 

imals | hands with the medical profession and the Ministry of 
that | Health in a sustained and widespread propaganda cam- 
untry | paign. Some thirty years ago Lord Northcliffe showed 
stion | What one man and one newspaper could do in popularizing 


-ount x» Standard bread.” It would be useless to embark on any 














this | campaign to encourage the consumption of whole-meal 
esent | flour if it is available only in insufficient quantities. Unfor- 
ywise | tunately it looks as if the Ministry of Food, the Ministry 
ction | Of Health, and the millers have made an uneasy com- 
| his | Promise and have lamentably failed to seize this oppor- 
- has , tunity of restoring to the people of this country its former 
rients | healthy taste for whole-meal flour. 
I] do 
nilled ‘ 
. the} RELIEF OF OESOPHAGEAL OBSTRUCTION 

high- A few months ago we drew attention in these columns? 
ption , © Prof. Grey Turner's Hume Memorial Lectures on 
id be} injuries and diseases of the oesophagus, in which he 

described the possibility of surgical treatment of the 

ll the | otherwise hopeless condition of congenital atresia. That 
ional | Grey Turner’s hopeful views are justified is shown by the 
1670, published results of Ladd, a pioneer in the surgery of this 
its of condition.? “His paper, which is beautifully illustrated, 
ainedP should be read by those interested in the condition, and 
$ 88°F especially by paediatricians, obstetricians, and others who 

Just} have a good opportunity to make an early diagnosis and 
— $0 refer the patient for surgical treatment. Ladd describes 
a 





five types of atresia with and without fistulae of various 
sorts, and discusses the diagnosis and investigation. -He 
makes the point that the use of barium is undesirable 
because it will cause an aspiration pneumonia if a fistula 
is present. If a contrast medium is needed a little lipiodol 
should be used. The simplest way of dealing with the 
condition is closure of the tracheal fistula and restoration 
of the oesophagus by end-to-end anastomosis. This is 
not often possible, but it was done in 6 out of Ladd’s 
34 operation cases, and 2 of the 6 patients are still living. 
When direct anastomosis is not possible Ladd recommends 
a three-stage operation consisting of obliteration of the 
oesophago-tracheal fistula, gastrostomy, and then oeso- 
phagostomy ; out of 28 patients 9 are living. Continuity 
between oesophagostomy and gastrostomy is restored. by 
anterior oesophagoplasty. Of the total 11 living patients 
the oldest is over 4 years old, and her photograph seems 
fully to justify the comment that she is a fairly normal 
child for her age. 

The problem of surgical reconstruction of the oesophagus 
in another obstructive condition—namely, cicatricial con- 
tracture—is dealt with in an invaluable article by the 
famous Moscow surgeon, Serge Yudin.* His paper deals 
with 80 cases, but an editorial footnote brings the final 
total up to 92, the last 4 patients having been operated 
upon before the members of the Anglo-American Surgical 
Mission. Out of his vast experience Yudin discusses the 
evolution of the surgical technique of anterior oesophago- 
plasty and in particular the final method he now favours. 
The whole is illustrated by a most comprehensive series 
of diagrams, skiagrams, and photographs. Yudin prefers 
a two-stage operation, excluding gastrostomy. At the first 
stage a long jejunal tube is freed, great care being taken 
to maintain the blood supply by preserving the vascular 
arcades. The bowel is divided and an end-to-side anasto- 
mosis made between the proximal end of the intestine and 
the distal end of the mobilized segment. A long sub- 
cutaneous tunnel is now made with either a long forceps 


.or a special tunnelling instrument designed by Yudin him- 


self, and the jejunal tube is carried up into the left side 
of the neck as high as the mastoid process and so that it 
lies alongside the pharynx and cervical oesophagus. At 
the second stage a direct anastomosis is made between the 
jejunum and the cervical oesophagus. When it has not 
been possible to draw the intestine up to the level of the 
pharynx, or if partial necrosis has occurred, the upper 
portion of the artificial oesophagus must be constructed of 
skin ; Yudin discusses and illustrates the steps of this pro- 
cedure also. There can be no question that he has made — 
a pre-eminent place for himself in devising this anterior 
reconstruction of the oesophagus. Out of 88 completed 
cases the direct operative mortality was only 2; in 21 a 
total intestinal oesophagoplasty was. done. 

Anterior oesophagoplasty, however, may not appeal to 
all, especially if it means numerous plastic operations for 
construction of an intervening skin tube. Grey Turner‘ 
described a remarkable case in which he succeeded in 
restoring normal swallowing by teaching the ‘patient self- 
dilatation with bougies after anterior oesophagoplasty had 





1 British Medical Journal, 1944, 2, 28: 
2 New Engi. J. Med., 1944, 230, 625. 








* Surg. Gynec. Obstet., 1944, 78, 561. 
* Brit. J. Surg., 1943, 30, 344. 
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failed and all food had beén taken by gastrostomy for 
19 years. Self-dilatation is, however, limited in its applica- 
bility, especially if the patient is unsuitable, and means 
of restoring continuity by resection and internal methods 
of anastomosis must be considered. As yet no final pro- 
nouncement can be made on this subject, but the success 
attending resection and anastomosis for carcinoma of the 
oesophagus justifies the attempts that are now being made 
to apply the same methods to cases of simple obstruction. 
When the lower third of the oesophagus is affected there 
should be no difficulty in bringing the fundus of the 
stomach through the didphragm and, after resection of 
the diseased segment, performing an end-to-side anasto- 
mosis between stomach and oesophagus. Since Adams 
and Phemister’s report of their successful case of cancer 
treated in this way in 1938 a large number have been 
successfully operated on, and many cases are recorded in 
the literature. The problem is less fully worked out for 
cancer or stricture at the higher, and indeed common, 
level of the arch of the aorta. Torek’s operation of exci- 
sion followed by gastrostomy and cervical oesophagostomy 
is rendered more acceptable in the light of Yudin’s work, 
but in spite of this brilliant contribution anterior oeso- 
phagoplasty still remains a difficult and distasteful pro- 
cedure and may bring much misery to the patient and 
anxiety and disappointment to the surgeon. There can 
be little doubt that immediate restoration of continuity is 
the ideal, and that this can be achieved is shown by recorded 
cases of others. Thus Brock® describes and depicts re- 
section of a growth at the level of the bifurcation of the 
trachea in two patients; the anastomosis lay above the 
level of the aortic arch and was rendered possible by 
freeing the upper part of the oesophagus and displacing it 
to the left or lateral side of the aorta. One patient left 
hospital eating a normal diet 3 weeks after operation. 
Garlock® also describes a similar procedure which he has 
carried out on 2 patients, and there seems little doubt that 
this may become the method of choice in mid-oesophageal 


growths and will also be applicable to simple stricture.. 


Garlock in another paper’ analyses his experiences with 
malignant oesophageal obstruction during the last 8 years. 
In all, 91 patients have been explored, and in 60 the 
growth was operable. Twenty-nine patients died, a mor- 
tality of 45%. Seventeen are still alive—one 8 years, one 
5 years, and one 4 years after operation. The advances 
in the surgery of oesophageal obstruction, especially that 
due to cancer, have been great during the last decade, and 
equally great advances are to be expected during the next 
* few years. 








LORD DAWSON 


Lord Dawson of Penn died in the early hours of March 7, 
and the profession mourns his passing. The world at large 
thought of him as a “royal doctor,” physician to four 
Kings of England, but to medical men and women he 
was more than that : he was our senior statesman, admired 
for his courage and wisdom, and loved for his kindness 
and charming -approachability. Young and old of every 





5 Post-Graduate med. J., 1944, 20, 287. 


6 Surg. Gynec. Obstet., 1944, 78, 23 
7 J. thorac. Sure., 1944, 13, 415. 





M wa a KNAL . Ma 
degree gave him their confidence. Bertrand Dawson hag the B 
no flying start in life: he carved out his early career by} and | 
hard work and determination. Good fortune came hig} shoul 
way but could not spoil him. If he made few contriby. espe! 
tions of his own to the science of medicine he had ap / colleg 
abiding interest in medical progress and its practical appli- +a 
cation. This thirst for knowledge from every source, joined selects 





with clinical acumen, shrewd judgment, and exquisite tact, | gid in 
earned him fame as a consultant. Other qualities which | free fi 
he possessed——a high sense of public duty and the gift of, its pu 
speech—were seeking an outlet at the end of the last war } ’ 


when he rose to the front rank in medical affairs. Thence. =, 
forward he stood out as a leader, holding fast to all the a 
traditions he thought good and worthy to be preserved,{ medic 
but conscious of a changing world and of the need to look | sient 


ahead and around. He was the first medical man in active | centra 


- practice to be created a Peer, and he soon made his mark? menta 


in the House of Lords when matters affecting the health of | "P®&* 
the people came up for debate. a 

Sympathetic with the forward movement in medical prac-} 4, off 
tice and organization, well aware of the needs and aspira- | _fiaison 


tions of our profession,_Lord Dawson believed in the British | mittee 


Medical Association and acted up to his belief. His long }~ boards 
Presidency of the Royal College of Physicians of London eae 
gave him the power to instil fresh life into that ancien | “"™" 

: : acaden 
corporation. As a member of Council of the B.M.A. he and h 
had been diligent in attendance and constructive in outlook, |  scjentit 
and when the Centenary approached it was inevitable that} their i 
he should be chosen as President of the Association : in the | researc 





celebrations of 1932 he did wonders as the central figure.{ A nati 
» and m 


That eventful year was not the end of his interest in the badly 1 
work of the Association, nor (as it turned out) of his ( he is 

willingness to hold office again if asked to do so. Lord entirely 
Dawson served “as an ordinary member of the Medical } for en 


Planning Commission without reminders of his disappoint- | scholar 
ment at the pigeon-holing by the Government of the report | whereb 


- which his Consultative Council put out in 1920. Then in 1 


1943, and again last year, the British Medical Association 


called him once more to its Presidential Chair. He accepted | 











the unique honour as a duty to his fellow-members, and in’ Pulmor 
that spirit declined no request from headquarters when} i this 
his influence or-help was sought. Even in the last few - enough 
months, after a severe operation, he kept in touch with o idhroon 
the course of events. Althous 
after th 

last cor 

ORGANIZATION OF RESEARCH IN INDIA time is 
Prof. A. V. Hill, M.P., paid a visit to India last winter at} and the 
the invitation of the Government there to discuss amd] Tgenia 
advise on Indian scientific research problems. This is thes from th 
first occasion in the history of the connexion of the two| in the s 
countries that a distinguished British scientist has bee®} to the |i 
‘asked to offer such counsel, and it is a happy circumstame/ way to 
that the scientist chosen should be a man of such visiO®} develop: 
and of such practical grasp of research in many fields &} produce 


the secretary of the Royal Society. His visit.has evidently} monia, ; 
made him feel strongly that the structure of scientific | into a |: 
activity in India needs reinforcement in many respects) a vessel 
and he has produced a report which makes some care} and bec. 
fully thought out recommendations. He considers that! attain a 
an Indian Scientific Office should be set up in London! graphy 
with specialists in various subjects, including medicine} cysts / 
that representative Indian scientists should be attached tof —___ 








*s 
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Mm had} the British Commonwealth Scientific Office in Washington, visceral pleura, and causes pain and erosion of the ribs 
cer by} and that young Indian teachers and research workers by pressure on the chest wall. It may lead to a pleural 
ne his} should be given facilities for advanced study abroad, effusion or tension pneumothorax ; less frequently the cyst” 
itribu. especially in Britain. _He lays it down that in the medical _is extruded into the pleural cavity and continues to grow 
ad a? colleges it is essential to have full-time teachers-and there. Multiple pulmonary hydatid cysts are not un- 
~ | research workers in all subjects, and he urges the estab- common. In rare cases the parasite. dies and the cyst 
appli. lishment in Delhi of an All-India medical centre where degenerates into a mass of brown debris enclosed in 
joined | selected students could be trained and receive financial the calcified adventitia. More often it ruptures into a 





e tact,| gid in the form of scholarships. Such a centre must be 
which | free from all racial, religious, political, or provincial bias ; 
its purpose would be to provide the best type of teacher 


gi and research worker, and thereby to foster throughout 

’( India a high standard of medical practice. A special 
pee: hospital for the clinical study of malaria and the bringing 
ll the | of existing research institutes into closer touch with the 
erved,| medical colleges are other recommendations. To facilitate ~ 
» look | scientific research in general Prof. Hill wants to see a 


active \ central organization under a Minister without Depart- 
4> mental duties, this organization to have six boards charged 
( respectively with research in medicine, agriculture, industry, 

natural resources, engineering, and defence. The director 

and principal administrative officer of each board should be 
prac- / yx officio a member of the other five, so that the closest 
spira- | fiaison would be maintained. A research grants com- 
sritish | mittee and a studentships committee would serve all six 


mark 
Ith of 








; long }~ boards. Other points in Prof. Hill’s programme are the 
yndon | construction of an Indian central register for scientific and 
nee technical personnel, the institution of a central scientific 
academy—the Indian equivalent of the Royal Society— 
A. he’ and help from the Government of India to specialist 
tlook, | scientific societies in such a way as would not lessen 
e that} their independence. He points out, finally, that scientific 
in the | research in universities is the basis of progress in science. 
igure. | A national policy of grants to universities is necessary, 
n the and medicine and biology are two of the subjects which 
f his ( badly need fortification by this means. At the same time 
he is aware of the drawbacks of making research an 
Lord entirely Government-subsidized affair, and of the need 
edical | for enlisting private benevolence in the endowment of 
point- | scholarships and fellowships and the various means 
eport | whereby research is assisted. 
en in « 
lation ( 
epted | ° CAVE CANEM 
ndin' Pulmonary hydatid disease is usually considered a rarity 
when | in this country, although in certain districts it is common 
t few | enough to be of some importance. Barrett and Thomas,’ 
with ina remarkable analysis of 19 cases, show that the very 
7 infrequency of the disease often causes delay in diagnosis. 


Although the majority of patients consult a doctor shortly 
after the onset of symptoms, hydatid disease is usually the 
last condition to be suspected, and in this way valuable 
[A time is often lost. 
ter at} and the town-dweller’s dog is as liable to infestation with 
and| Taenia echinococcus as the countryman’s. Ova acquired 
is thes from the dog are ingested and liberate hexacanth embryos 





e twO} in the stomach which are carried by the portal circulation 
beet} to the liver, where the majority lodge ; but a few find their 
tance} way to the lungs and other tissues. When a hydatid cyst 
visio® | develops in the lungs it compresses the parenchyma and 
ds %} produces areas of collapse, tension emphysema, pneu- 
lently monia, and infarction. Cysts near the hilum often rupture 
entific | into a large bronchus and are expectorated ; others erode 
pects} a vessel, with fatal results, or leak slowly into a bronchus 
care and become infected. Cysts in the middle of a lobe often 
; that! attain a large size before causing symptoms ; mass radio- 
ndon, graphy will probably reveal a number of these “silent” 
a cysts. A peripheral hydatid cyst quickly encroaches on the 





1 Brit. J. Tuberc., 1944, 38, 39. 





The dog is the source of the trouble, _ 


bronchus, and the patient may expectorate salty fluid 
and sometimes the membranes. If these are dis- 
charged completely the cyst may heal, and it has been 
stated that 70 to 80% of hilar cysts resolve in this way. 
If the fistula is small the cyst usually becomes infected 
and resembles a lung abscess. Daughter cysts rarely 
develop in a pulmonary hydatid, and the expectoration 
of “ grape skins” usually means that a cyst in the liver 
has ruptured into the lung. 

Significant diagnostic features include the complaint of 
repeated small haemoptyses, signs of anaphylaxis, thoracic 
pain, and the expectoration of salty fluid. Both the 
Casoni reaction and the complement-fixation test can be 
valuable in expert hands, but interpretation of them requires 
considerable experience. Contrary to the accepted descrip- 
tion, a hydatid cyst of the lung often has a dented and 
blurred outline in the x-ray film. A diagnostic feature is 
the presence of a thin crescent of air in the upper; part of 
the cyst between the adventitia and the laminated mem- 
brane. Diagnostic aspiration of a pulmonary cyst is a 
most dangerous operation: it may be followed by rup- 
ture of the cyst, severe anaphylaxis, or the production of 
secondary cysts by implantation. 

Although some hydatid cysts resolve spontaneously, 
Barrett and Thomas consider that the treatment should 
be surgical. Even spontaneous rupture may be fatal, and 
the patient with a pulmonary hydatid is threatened by a 
host of severe complications. If the cyst is accessible from 
the chest wall it should be opened and packed like a lung 
abscess, steps having first been taken to ensure that the 
pleura! membranes are adherent at the site of operation. 
In other cases—for instance, when the cyst is central, when 
the diagnosis is in doubt, or when irreversible septic 
changes are present—lobectomy may be the treatment of 
choice. 

Barrett and Thomas have not merely given an authorita- 


. tive account of every aspect of pulmonary hydatid disease : 


they have shown that this condition should always be 
remembered by the clinician when he is considering an 
obscure opacity in a skiagram of the chest. Their work 
also serves to emphasize the need for skilled chest surgery 
in the treatment of this complaint. 





A PROFESSION FULLY. GROWN 


The Dental Board, which was established by the Act of 
1921 to share with the General Medical Council the 
administration of the Dentists Acts, was described by its 
former chairman, Sir Francis Dyke Acland, as a halfway 
house. Probably he foresaw the time when it would out- 


“grow its temporary status as a Board and become a Council 


like that of the medical and other professions. Up to now 
whatever the Board has done has been under the super- 
vision of the General Medical Council, its preceptor and 
host. Dentists have had a separate Register since 1878, 
but they have never had complete control over admission 
to it. In its disciplinary work the Board may only recom- 
mend erasure : it is the Council which pronounces it. The 
G.M.C., moreover, has been responsible, with the co-option 
of additional members appointed from the Board, for the 
courses of study and examinations for dental graduates and 
licentiates. The Board has now come of age, not merely 
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in years but in experience, and the time is approaching when 
there may be a General Dental Council, with full control 
‘of its Register and of professional discipline. Reference 
was made to this possible development at the last session 
of the Board by its new chairman, Dr. E. Wilfred Fish, 
who pointed out that during the eventful years since the 
last Dentists Acts the art of dentistry has evolved into a 
profession, has acquired a scientific background, and has 
found a place in the national life’ which will grow in impor- 
tance with the passage of time. In its evidence to the 
Teviot Committee the Board recommended the transfer to 
itself of certain dental functions from the General Medical 
Council, and Sir Herbert Lightfoot Eason, the president, 
has stated that the Council has put forward the same 
proposal. If these recommendations come into effect the 
dental profession will be charged with the responsibility 
for its own management. This must not be looked upon 
as a divorce from medicine : rather is it the departure of a 
daughter from her father’s house to make a home of her 
own. In Dr. Fish’s words, “ just as the child cannot always 
remain in the home or at school if it is to contribute its 
full share to the store of human knowledge and play its 
part in the greater life of the nation, so, we believe, our 
profession must now take its place by the side of medicine, 
but no longer under its wing.” The association of dentistry 
with the scientific life. of medical schools will be even 
closer, for the proposal is that in addition to the appoint- 
ment to the new Dental Council of a representative from 
each dental licensing body, there will be included six mem- 
bers from the General Medical Council, which members 
will invariably serve on any statutory committee on dental 
education and examination which the new Council may 
set up. The Dental Board since its foundation has done 
its work well. It found a divided profession and has helped 
to give it cohesion. It found a lack of university facilities, 
and has made it financially possible for the universities to 
establish chairs in dental surgery. It has helped the 
struggling student with scholarships and bursaries. It has 
undertaken some novel enterprises for the dental health 
education of the public. Its disciplinary procedure has 
‘been carefully modelled on the lines of that of the G.M.C., 
and only in one instance to our recollection has its recom- 
mendation not been accepted by the overriding body. 
Such is now the experience of the Board that it feels 
capable, under a new title and with an enlarged composi- 
tion, of assuming full control of its Register and of pro- 
fessional discipline. 


ARTERIAL INJURIES 


The Memoranda of the War Wounds Committee of the 
Medical Research Council have been of outstanding excel- 
lence and a very present help in these times of trouble. 
The latest publication—on the early diagnosis and treat- 
ment of arterial injuries'—has been prepared by a sub- 
committee under the chairmanship of Sir Thomas Lewis, 
whose clinical researches on the peripheral circulation have 
provided the explanation for many of the phenomena 
recorded and the hasis for much of the treatment recom- 
mended in the memorandum. Mr: B. C. Maybury, bring- 
ing the fruits of extensive experience of arterial wounds 
in the war of 1914-18, and the benefits of an early training 
in the Makins tradition ; Prof. J. R. Learmonth, with his 
special interest in the technique of vascular surgery, in 
arteriography, and in the methods of research; and 
Mr. Sol. M. Cohen,‘ with his knowledge of arterial 
spasm: and the care of the ischaemic limb, must all 
have contributed largely to a monograph which is a 

1 Arterial Injuries: Early Diagnosis and Treatment. By the Vascular Injuries 


Subcommittee of the M.R.C. War Wounds Committee. M.R.C. War 
Memorandum No. 13. 1944 H.M.S.O. (4d.) 











shaban Teceall Ma 
masterly review of the subject. It has been written chiefly 
for the guidance of young medical officers who have had 
little or no previous experience of the early treatment of The f 
arterial wounds. The late effects, such as arteriovenous reader 
fistula, are not included. The monograph begins with an y 
account of the morbid anatomy of partial and complete _ 
division, and contusion of an artery, arterial spasm, and Saeed 
the factors influencing the development of collateral circy- comm 
lation: stress is laid upon the importance of muscular | _ |ife, it 
branches in this process, and consequently upon the serious | detern 
nature of a wound in which much muscle, as well as the | _husba 





main vessel, is damaged. Spasm of arteries after contusion © matric 





or a “near miss,” and the relation of vascular spasm to {_ incide 
traumatic shock, provide one of the most difficult problems, This 

The clinical manifestations of complete division, throm- | oe. 
bosis, or spasm of a main artery, which include colour os 
changes in the limb, blistering, change of temperature, all wi 
oedema (explaining “wet” and “dry” gangrene), pain, Memo 
interference with the function of motor and sensory nerves, €} The 
loss of pulse in distal vessels, and the appearance { by the 


of abnormal pulsating collateral vessels, are described . 
Then follows a description of the complica. | The fi 


in detail. 

tions of complete arterial block—the greatly increased — 
risk of anaerobic infection, the appearance of Volkmann's ites 
contracture or colliquative necrosis with subsequent calcifi- | . Prey 
cation of muscle, and the rare occurrence of causalgia as < egucat 
a possible result of the ischaemic state. A note of warn- {| guidan 
ing is sounded against early muscle biopsy to diagnose | selecti 
the Volkmann state. Partial division of a main artery | the mi 
is indicated by undue bleeding and local swelling relative its wid 
to the size of the wound, for haemorrhage cannot be | "ft. 
arrested by the natural process of retraction of the vessel et 
wall unless the division is complete. If a false aneurysm ieee 


forms the distal pulse is usually present, but the most con- . ae 
stant sign is a short systolic murmur ; this shows the impor- >, partne 








tance of listening to all punctured wounds, however small, { physic: 
close to main arteries. and fre 
The memorandum must be consulted for the treatment may al 
of the several types of injury : it depends primarily on the {| %" 0 
facilities at hand for operative surgery, and upon the extent ae 
of the damage. Descriptions are given of axial anasto- ee 
mosis, which is rarely practicable ; of the use of artificial. | eis to 
tubes, which, if heparin is also available, may prove to ( upon t 
be more useful than they were in 1914-18; and ligation | seco 
of the proximal and distal ends of the severed artery with | of mar 
simultaneous ligation of the companion vein. In the  Guidar 
management of the ischaemic limb full directions are | nearly 
given for the reduction of the metabolic needs of the | ‘0Pe : 
affected tissues—the assistance of collateral circulation adequa 
s ° * team if 

by passive movement and posture of the limb, timely a tn 
incision for the relief of tension, and the promotion of could 
vasodilatation either reflexly or by sympathetic denerva- | 4. yj; 
tion. Appendices describe the technique of arterial suture, |  |ncreas 
of the administration of heparin, and of sympathetic block. { a short 
A guide to the writing of case notes in base hospitals and | to the 
vascular injury centres completes a booklet which packs | ment is 
much information and advice into a small space. - ? - 
station 

' ‘ to the | 

A memorial service for Viscount Dawson of Penn will eed 
be held in Westminster Abbey on Tuesday next, March 20, | princin) 
at 12.30 p.m. Admission to the Abbey will be by ticket | i the 
Applications for tickets should be sent forthwith to the | Similar 
Secretary of the British Medical Association, B.M.A. ; the law 
House, Tavistock Square, London, W.C.1. . Our | 
Americ: 

is a ne 

It is now announced that the Canadian Medical Associa- ea 
tion will hold its 76th Annual Meeting in the Mount Royal rapidly 
Hotel, Montreal, on June 11-15. - know o} 











ea WHAT IS MARRIAGE GUIDANCE? 
ont of The following note has been written for the information of our 
cnous | readers by the Secretary of the Marriage Guidance Council. 
ith an ; In recent years it has been increasingly sealized that a vast 
nplete | amount of personal unfulfilment and social disruption can be 
4 aNd | raced back to marital disharmony. If the stability of the 
circu- + community is largely determined by the-soundness of its family 
scular life, it is equally true that the stability of the family is largely 
erious determined by the soundness of the basic relationship between 
as the | husband and wife. To increase the number of successful 
tusion © marriages would therefore go far towards diminishing the 
sm to { incidence of many of the social and personal ills which beset us. 
This is the credo of the Marriage Guidance Council. First 
leans. formed in 1938, it was reconstituted in 1942 under the joint 
1rom- presidency of Lord Horder and the now Archbishop of 
olour Canterbury. A voluntary organization, it welcomes as members 
ature, all who approve its aims and principles, as set out in its 
pain, Memorandum. 
erves, @} The Council seeks to foster healthy family life in two ways: 
rance by the preparation of young people for marriage and parent- 
ribed hood, and by offering guidance to those in marital difficulties. 
lica. | The first task is mainly educational, the ‘second falls within the 
P general field of social service. In the achievement of both, 
cane however, the specialized knowledge and skill of the medical 
-— profession must play a vital part. 
alcifi- | Preparation for marriage ought properly to include the 
Bla 8 <. education of the young in matters of sexual hygiene, the 
warn- guidance of the adolescent towaras a sound approach to mate 
gnose. | selection, and the specific preparation of engaged couples for 
artery the marital adjustments which await them. It also covers, in 
lative its wider compass, the teaching of domestic science and parent- 
ot be | craft. Each of these tasks requires the counsel, if not the 
vessel active participation, of the doctor. , 

: It is with the preparation of individual couples that this 
Ses, Council is particularly concerned. It is our practice strongly 
 COn- to recommend a pre-marital medical examination for both 
npor- .) partners. This should ideally cover questions of general 
small, physical and mental health, sexual competence, eugenic fitness, 

and freedom from venereal disease. In some cases the couples 
iment may also desire advice about family spacing and an investiga- 
n the tion of their potential fertility. This is not the whole of 
xtent marriage preparation, for marriage is much more than a 
asto- physical relationship. But our experience suggests that the 
‘ficial doctor’s contribution to this work is of immense importance. 
MicIal > Itis to be hoped that practitioners will concentrate increasingly 
ve to upon this important aspect of preventive medicine. 
ation | Secondly, the Council seeks to offer help in the difficulties 
with | of married people. In London we have now had a Marriage - 
) the Guidance Centre in operation for two years. Experience of 
$ are nearly a thousand cases has taught us much concerning the 
f the scope and nature of this work. It has become clear that an 
lation | equate service in this field calls for the co-operation of a 
imely 7 team including the doctor and medical psychologist, the parson, 
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the lawyer, the social worker, and others. No one person 
could deal competently (even if he or she had the time) with 
the wide diversity of problems, which have confronted us. 
Increasingly we have realized that the Centre must work on 
a short contact basis, advising in a general way and referring 
to the private practitioner, the hospital, or clinic where treat- 
ment is required. Thus at the Centre itself no treatment, in 
? the technical sense, is undertaken; for that reason the word 
“clinic” is avoided. The object is to provide a clearing 
station through which those in need of help can be directed 
to the proper quarter. Where this means a doctor (as it often 
does), the latter will handle the case in accordance with the 
principles of ordinary medical practice, making a brief report 
to the Centre for record and statistical research purposes. 
Similar procedure is adopted where a case is handed over to 
the lawyer or the professional social worker. 

‘ Our experience, therefore, confirms that already gained in 
America over a period of some years, that marriage guidance 
is a new type of social and personal service in which the 
co-operation and help of the medical profession are absolutely 
essential. At present the Council's activities are increasing 
rapidly up and down the country. We would be very glad. to 
- know of medical men and women who are already specializing 





~~ 








in this work, and who would be willing to co-operate with us 
in furthering its development in their own localities. Inquiries 
should be addressed to the Secretary at 78, Duke Street, 
London, W.1. 








LONDON SCHOOL OF HYGIENE AND TROPICAL 
MEDICINE 


Though the work of the London School of Hygiene and 
Tropical Medicine has been sadly frustrated by the war and 
much clinical teaching and research has been brought to an 
end, the latest report of the acting dean, Prof. Major Greenwood, 
shows that not a little has been accomplished. Seven special 
courses in tropical medicine and parasitology were provided 
during the year and were attended by nearly 500 Service medical 
officers. Two week-end courses in industrial health were also 
arranged. Prof. Greenwood mentions that his own department 
of vital statistics, while less oppressed by difficulties than some 
others, has suffered because ordinary sources of information 
have dried up, owing to security reasons, the impossibility 
of taking a Census, temporary redistribution in space and 
occupations of the people, and other causes. It will be a 
matter of much difficulty, he says, for his successors to prepare 
an adequate account of the state of. the people, and they 
must give this account to pupils who have not read—and will 
indeed have had no direct access to—official means of informa- 
tion. The work of the department of entomology has been 
directed chiefly to serving the needs of the armed Forces 
in the control of disease-carrying insects, and that of the 
department of biochemistry to the service of different Ministries, 
particularly the Ministry of Supply—one matter investigated 
has been fungal deterioration of Service equipment in the 
Tropics—with the result that the output of fundamental research 
has been relatively small. In the department of industrial 
physiology there has been more opportunity to continue original 
research, and investigation has been carried out on the heat- 
insulating properties of clothing materials and on the efficient 
lighting of schools and dwellings. The outstanding event of 
the year in the department of public health was the induction 
of Prof. J. M. Mackintosh to the London University chair in 
that subject, and the board of management is confident. that 
under his leadership the influence of the school as the Empire 
centre for the teaching of hygiene and tropical medicine will 
continue to grow. During the period under review 52 papers 
by workers at the school were published in medical and other 
scientific journals. 











TREATMENT OF CANCER IN YORKSHIRE 


The Bradford and County Joint Cancer Commitiee, established 
under the Local Government Act, 1933, and the Cancer Act, 1939, 
is the first regional body of its kind in this country. The inaugural 
meeting, held at Bradford on Feb. 20, was fully reported in the 
Yorkshire Post. Of the 30 members of the committee, 10 have 
been appointed by the Bradford City Council and 10 by the West 
Riding County Council. The remaining 10 are co-opted, 6 being 
nominated by the board of management of the Bradford Royal 
Infirmary, and the other 4 representing the University of Leeds, the 
voluntary hospitals of Keighley and Halifax, and the medical pro- 
fession in the area. Under the terms of reference from the Ministry 
of Health the Joint Cancer Committee becomes the governing body 
in all arrangements for the prevention and treatment of cancer in 
Bradford and a large part of the West Riding. In treatment by 
radium the Bradford Radium Institute will take its part. The Joint 
Committee will also arrange surgical work, medical work, patho- 
logical work, and diagnostic centres. A professional and scientific 
committee has been set up to advise the Bradford Radium Institute 
and its new committee of management. The Joint Committee is 
further responsible for the registration and records of all cancer 
cases within its area. 

The Bradford meeting was followed three days later by a meeting 
in Leeds of the Yorkshire Cancer Committee, comprising representa- 
tives of local authorities, the medical profession, hospitals, universi- 
ties, and the British Empire Cancer Campaign. Mr. James Phillips, 
consulting surgeon to the Bradford Royal Infirmary, took the chair, 
Mr. Bernard Kenyon, clerk of the West Riding County Council, 
who is acting as secretary to the committee, pointed out that 
Yorkshire had three radium institutes—at Leeds, Bradford, and 
Sheffield. For an effective scheme it would be necessary for local 
authorities to combine, and the good will of the hospitals was 
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essential. The meeting agreed to set up a drafting committee of 18, 
consisting of one representative for each of the three county councils 
in Yorkshire, the county boroughs, the British Medical Association, 
Leeds University, the Empire Cancer Campaign, and the Leeds, 
Bradford, and Hull Infirmaries. Its proposals for the organization 
of a comprehensive scheme will be submitted to a further meeting 
of the Yorkshire Cancer Committee. 








Reports of Societies 








TREATMENT OF ACUTE MENINGITIS 


A meeting of the Section of Neurology of the Royal Society 
of Medicine, Air Vice-Marshal C. P. SyMonps presiding, was 
held on March 1 for a discussion on the treatment of acute 
meningitis. 

Serotherapy and Chemotherapy 

Dr. Maurice MITMAN said that uncertainty about the efficacy 
of serum in meningococcal meningitis was reflected in the 
experience of all who had had to treat numbers of cases. 
Some cases responded satisfactorily, but there were many 
failures, even in the most favourable circumstances, and this 
led to the view that not the serum but the spinal drainage 
was the effective therapeutic measure. Even before the appear- 
ance of chemotherapy the popularity of serum had declined. 
The factors influencing case mortality were: first, the virulence 
of the prevalent strain wf the meningococcus ; secondly, the age 
factor (meningitis under endemic. conditions was preponderantly 
a disease of infancy and young childhood; under epidemic 
conditions it was widely distributed in all age groups up to 
30); and, thirdly, the organization for early diagnosis and 
prompt and efficient treatment. It was possible to diagnose 
early meningococcal meningitis on clinical, grounds alone in 
a large proportion of cases. The four cardinal symptoms had 
been stated by one authority to be headache, vomiting, chill, 
and rash. 

The sulphonamides had transformed the picture. They had 
reduced the mortality, practically abolished chronic relapsing 
cases, greatly diminished complications, and shortened hospital 
detention to 30 days or so. The combination of sulphonamides 
with serum gave no better results than sulphonamides alone, 
and in some instances the results were worse. This was 
surprising, because the modes of action of serum and of 
sulphonamides were quite different and a synergic action might 
have been expected. Clinically, however, serotherapy as an 
adjuvant to chemotherapy had failed, not only in meningococcal 
but in pneumococcal infections and in certain streptococcal ones. 
The choice of the sulphonamide had been narrowed as a 
result of recent work. Sulphanilamide had been largely 
replaced, though its use was indicated when haematuria was 
caused by its sister preparations. Sulphathiazole was still 
largely used, but sulphadiazine or one of its substitution 
products held the field, being less toxic than the others, except 
for its tendency to cause crystalluria and haematuria. Routine 
nursing measures still played an important part in the treat- 
ment of meningitis—namely, sedation, adequate nourishment, 
care of the skin, and watch on the bladder. The place of 
penicillin in treatment was still uncertain. Eventually it might 
replace the sulphonamides ; at present it was an adjuvant, and 
‘sulphonamides were still the drugs of choice. 


Treatment by Penicillin 

Dr. Honor SmitH (Nuffield Department of Surgery, Oxford) 
described 30 cases of pneumococcal meningitis treated by 
penicillin. About half of them were treated by penicillin alone, 
and half by penicillin and a sulphonamide. Once pneumo- 
cocci were seen a lumbar injection of about 20,000 units of 
penicillin was given, the exact amount depending on the age, 
size, history, and general condition of the patient. Sulpha- 
diazine was given by mouth or nasal tube, 2 g. hourly, 
following an initial dose of 4 g. Often for the first 24 hours 
there was no sign of improvement except disappearance of 
organisms from the film. Those 24 hours were a period of 
great anxiety, during which general nursing could make-all 
the difference between success and failure. If the mortality 


of pneumococcal meningitis was to be reduced to 5% or less, 


———— 


each case must be studied closely and treatment modified in 
accordance with the needs of the individual. The principles 
to be followed were: (1) early institution of treatment : 
(2) administration of adequate amounts of penicillin to all parts 
of the cerebrospinal pathway ; (3) maintenance of adequate 
concentration of penicillin in the cerebrospinal fluid for Py 
sufficient time ; and (4) treatment of primary focus of infection. 
There was one clinical differentiation between meningococcal 
meningitis and pneumococcal: in the former it was exceptional 
to find evidence of a primary focus other than pharyngitis, 
whereas in pneumococcal meningitis such a primary focus was 
the rule. With subarachnoid block lumbar puncture became 
difficult, and this was an indication for resorting to the 
ventricular or other route for the introduction of penicillin, 
Indications fof stopping treatment were hard to define. Even 
in the most straightforward case daily injections should be 
given for a minimum of five days and withheld only when 
the patient was obviously approaching convalescence. Relapses 
were common. The need for a high standard of asepsis in 
lumbar puncture should be emphasized. As for results, among 
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the 30 cases there had been 8 deaths, but 2 of the patients = 
who died were moribund when the treatment started. Recovery ye 
was complete in almost all the patients who lived. the ot 
Pharmacology of Penicillin pate 

Dr. E. S. DutHie (Sir William Dunn School of Pathology), | mening 
speaking of the same clinical experiment, said it was always seen 0 
wise to remember that penicillin as received was only about sister | 
one-third pure. Discretion must be used in treating cases with }~ in the 
such an impure compound. The makers were doing their best Afte: 
to ensure the safety of their ampoules, but they could not Dr. D 
guarantee it. The dose used in the work just described had Dr. M1 


been between 5,000 and 10,000 units a day. American workers 
had used much larger doses, but the dose mentioned had 
generally given satisfactory results when, 24 hours later, the- 
spinal fluid was examined. Penicillin was now recognized to 
be a drug which killed bacteria, but it killed them only in 
the dividing phase, and it did not kill all the bacteria because 
there was always a small residue not in the dividing phase, 
which was the reason for the relapses or the positive cultures 
after treatment had ceased. It had been claimed that with 
penicillin given intramuscularly clear cerebrospinal fluid could 
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be obtained. The method to be recommended, however, was be ser 
intrathecal injection, but intramuscular injection might be made ider 
in the first instance if full facilities were not available, and Tet 
by this route some penicillin would pass into the cerebrospinal 200 all 
fluid. He had been told that there was more rapid disappear- atiitds 
ance of penicillin in older patients, and that was borne out Coatine: 
in his own experience. On the other hand, one child aged A ’ 
17 months lost penicillin with remarkable rapidity. Eventually a 
it was found that she had a large subdural hygroma; after = = , 
the fluid was evacuated from the hygroma she retained penicillin the “ 
normally. It had been found advisable to combine penicillin ps eon 
and sulphonamides ; the two drugs were better together than Penicilli 
either separately, and did not inhibit one another. i tests in 
Air Vice-Marshal SyMonDs said that the most critical problem rl 
was the fulminating case. He asked whether it would be Aeieetes 
possible for consultants to keep in their bag a small supply Dr G 
of penicillin and rely on it when called to such a case. Before bleedin 
setting out on a consultation they should make more effort Sine ad 
to obtain by telephone or otherwise information as to the site val 
character of the case so they could have some idea whether congulati 
it was likely to be acute meningitis. The loss of a few hours capillarie 
might jeopardize the life of the patient. the bleed 
The Relapsing Case —. ~s 
Brig. HucH Cairns said that the only uncomplicated Gram | cayceg je 
positive case of meningitis he had seen after a gunshot Dr. R. 
was in Normandy, where a man who had a wound through treatment 
the shoulder and the jaw came to one of the neurosurgical | system w; 
units on the beach-head with clinical meningitis. He W§¢ festations 
treated and recovered. He added that they had been keen} of 1. 1, 
to get rid of pneumococcal meningitis from the surgical side. main 
It had been possible clinically to cure the meningitis, but | avoid fat: 
there was relapse as soon as the injection of penicillin intO F from the 
the cerebrospinal fluid was stopped. He had known cases Fhe advocz 
which had relapsed five or six times. It was a diagnosti€} conica) }, 
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em whether the source of infection was extradural or 
jotradural in these relapsing cases. He had been struck during 
this war by the number of cases of infection of the meninges 
from either diagnostic lumbar puncture or lumbar puncture 
, for the administration of stovaine, and it was right to say that 
the-standard of lumbar puncture throughout the country was 
not high enough everywhere to allow this new method of 
treatment to be contemplated without some degree of anxiety. 
from serum -this was the first time there had been 
wholesale injections of a foreign substance into’ the spinal 
theca, and he wished to emphasize the importance of the 





most scrupulous technique in the use of lumbar puncture. This 


the ¢) was not merely a matter of attention to the particular case 


in, 
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ogy). meningitis was its uneven distribution. In his hospital he had 
ways seen only one case in two and a half years, although at a 
‘bou: | sister hospital just across the river there had been 80 cases 
with |» in the same period. 
- best After a number of other comments and questions by 
| not Dr. DonALD PaTERSON, Dr. HELEN Mackay, and others, 
had Dr. MrT™aN replied on the point of the toleration of sulphon- 
rkers amides by children. A child of 6 would take half the adult 
had dose without difficulty, and a child of 2 would take one-quarter. 
. the: | On the question of mortality and age, while he agreed that there 
ed to were other factors, he thought that on the whole mortality 
ly in would be found to vary inversely with age, at any rate up to 
cause the later age groups. 
hase, > 
tures 
with CLINICAL PATHOLOGY 
sould The annual general meeting of the European Association of 
Dw - Clinical Pathologists was held in London on Jan. 20, with the 
made | president, Dr. S. C. DyKe, in the chair. 
and Prof. E. M. FRAENKEL (London) discussed mould allergy in 
pinal _ 200 allergic patients. Many more positive skin tests to 
pear’ { moulds had been obtained in England (53%) than on the 
P-- Continent (16%) with an allergen mixture of Penicillium, 
- Aspergillus, and Mucor extracts ; he attributed this to the damp . 
pre climate, which favours the growth of moulds. More recently 
cae the moulds used for tests and treatment were cultured from 
i the patients’ environment and excretions. Allergens prepared 
| thes from the six more frequent types (Sporotrichon, Cladosporium, 
\, Penicillium, Aspergillus, Mucor, and Monilia) gave positive skin 
blem tests in up to 66% of the 200 patients tested with the 
, be mixtures and the individual mould. allergens. Treatment by 
spply desensitization with mould allergens proved to be successful. 
~ Dr. G. UNGarR (Paris) described experimental work on the 
sffort bleeding time ; he showed that when several tests were per-" 
. the formed on the same individual the bleeding time had a con- 
hat stant value. The bleeding time was independent of blood 
woe ! coagulation, and was mainly determined by the state of the 
capillaries. Certain facts pointed to,an endocrine influence cn 
the bleeding time through the pituitary and the adrenal cortex, 
Which appeared to act on the spleen. From this last organ 
two factors had been isolated which, when injected into animals, 
ram | caused lengthening or shortening of the bleeding time. 
ound Dr. R. L. Worratt (Sydney), speaking on aetiology and 
ough treatment of influenza, recalled how frequently the nervous 
rgical , system was involved in this disease, and said that these mani- 
 Wa$ 1 festations were probably due to excessive cholinergic activity 
keen of the nervous system. In the treatment of these symptoms 
side. | the main object was to reduce capillary permeability so as to 
» but avoid fatal flooding of the lungs with protein-containing fluid 
| int} from the dilated pulmonary capillaries. To attain this effect 
caseS } he advocated the use of intravenous ascorbic acid and adreno- 
nosti f cortical hormone. 





fients ( 


when it came along but of organization and preparation and 
the making of a standard throughout the institution in which 
one was working. 

In some further discussion Dr. Ett Davis made a plea for 
the use of sulphamezathine, which, he said, was likely to be 
less injurious than some of the other sulphonamides. He 
added that in meningococcal meningitis, although the over-all 
mortality had been cut down ‘to 10% or less, every now and 
then there were cases, clinically appearing no different from 
the others, which slipped through one’s fingers, and on post- 
mortem examination there was nothing to show why this 
should have happened. One curious thing about pneumococcal 














NUTRITIVE VALUE OF BREAD 


The Nutrition Society held a conference at the London School 
of Hygiene and Tropical Medicine on Feb. 24 to discuss 
factors affecting the nutritive value of bread as human food. 
Prof. R. A. Peters, who presided, said that the need for 
making the best use of imported grain during the war had led 
to the introduction of flour of “85% extraction,” which 
meant that this proportion of the milled wheat was recovered 
as flour. This product made excellent bread, free from fibre, 
and medical evidence had shown it to be non-irritant, even in 
patients with ulceration. Unfortunately the 85% standard 
extraction had now been superseded by 824%. To reduce: 
the extraction of flour, even if the flour was to be 
fortified with synthetic vitamins, was a very questionable pro- 
cedure. Hopkins suggested 40 years ago that numerous organic 
substances in addition to proteins, .carbohydrates, fats, and 

minerals might be necessary for life and health. Many essential 

factors besides known vitamins might well be present in the 
wheat grain. Until we were sure that our knowledge of all the 

complex constituents of wheat was complete it was unsafe to 

assume that fractions discarded during milling could be replaced 

by the introduction of a few known vitamins. . 


Composition of the Grain of Wheat 


Dr. R. A. McCance and Miss E. M. Wippowson, discussing 
the superiority of wheat over all other cereals in its bread- 
making qualities, said that this property was closely linked with 
its protein content, which averaged 13.62% in: “hard” 
Manitoba wheat with good baking qualities, but only 8.89% 
in “soft” English wheat, which was poor for baking. 
Laborious microdissections carried out at the Cereals Research 
Station of the Ministry of Food had shown that a typical wheat 
grain consisted of 12.3% of bran, 83% of inner endosperm, 
2% outer endosperm, 1.2% embryo, and 1.5% scutellum. The 
chemical composition and nutritive value of these fractions 
varied considerably. Thus the endosperm, from which white 
flour was derived, was rich in carbohydrate ; bran was rich in 
iron ; while the embryo and scutellum were rich in protein and 
fat. The distribution of vitamins also was uneven. Thus the 
scutellum, a tiny shield of powdery material interposed between 
the embryo and endosperm, contained more than half the 
vitamin B, of the whole grain. When low-extraction flours were 
milled the bran included the outer layer of the endosperm, 
known as the aleurone layer, as well as the germ and scutellum. 
By suitable modifications, however, flour of 85% extraction 
might be prepared which contained the germ and scutellum. 
A reduction in extraction from 100% to 85% involved only 
a small lossin vitamin B,, but below 85% the decline was 
rapid. Dr. McCance deplored the Government's policy in 
reducing extraction from 85% to 824%, and also the prospect 
of further reductions. Only in times of plenty could we afford 
to give the best part of the wheat to animals. 

Dr. HARRIETTE CHICK, describing the protein content of 
different types of flour, said the aleurone layer and germ were 
much richer in protein than the endosperm, which, however, con- 
tributed almost three-quarters of the total protein in the grain 
on account of its much greater bulk. The proteins of the bran 
were richer than those of the endosperm in the essential amino- 
acids—lysine and tryptophane. American workers found that 
the proteins of wheat embryo were about equal in biological 
value to those of milk. Dr. Chick herself compared the bio- 
logical value of the proteins of wholemeal, 85% and 75% 
extraction flours, by observing the rate of growth of young 
rats which received these materials as their sole source 
of protein. Values of- 1.6-1.77, 1.54-1.67, and 1.21-1.48 
respectively were obtained. Trials by Macrae of “the cigesti- 
bility of the proteins in wholemeal and in flour of 73% 
extraction gave coefficients of 82.4 and 87.3%. The inferior 
digestibility of the wholemeal flour did not outweigh the 
superior biological value of its proteins. ; 

The importance of the method of calculation in working out 
“ biological values ” was, however, emphasized by Mr. H. C. H. 
Graves, who criticized Dr. Chick’s conclusions on the ground 
that no allowance had been made for protein used up for main- 
tenance rather than for growth. On recalculating Dr. Chick's 
results with this revision he claimed that her figures indicated 
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no significant difference in the biological values of the: protein 
of the three flours. 


Vitamin Loss in Lowered Extraction 


Miss A. M. Coppin described the vitamin values of different 
types of flour. Wheat contained only traces of carotene, 
although it was rich in vitamin E. Its chief importance as a 
source of vitamins, however, lay in its high content of the B 
complex. In biological tests with rats she had found that 
wholemeal flour contained 1.40 i.u. of vitamin B, per g., 
2.3 wg. of riboflavin, and 4.0 ~g. of vitamin B,. For national 
85% flour the corresponding figures were 1.15 i.u., 2.0 xg., 
and 3.3 ywg., and for 73% white flour 0.35 i.u., 0.85 xg., 
and 2.0 ug. These figures confirmed the view that while the 
differences between wholemeal and 85% were trivia!, the 
disparity between 85% and 73% was serious. Chemical 
estimations by other workers had indicated that the vitamin B, 
content of wheats varied from 2.8 to 8.5 mug. per g. Hard 
wheats were much richer in this vitamin than soft wheats. 
The amount of vitamin B, included in the flour depended 
largely on the method of milling. When wheat was moistened 
before milling the scutellum was removed with the offals, but if 
the grain was milled dry the scutellum adhered to the endo- 
sperm and was included in the flour. Data collected from 
reports on large numbers of samples of national flour during 
1942, 1943, and 1944 showed a steady decrease in the vitamin 
B, and riboflavin content. The change in vitamin B, was less 
marked ; this was probably accounted for by the inclusion of 
Canadian white flour. But the riboflavin content decreased to 
about two-thirds of its 1942 value. When the extraction was 
changed from 85% to 824% at the end of last year. the 
explanation of this change was not clear. According to bio- 
logical tests little if any of the vitamin value of flour was lost 
in baking bread. 

Dr. R. Kopicek presented the results of chemical and micro- 
biological estimations of vitamins of the B complex in flours, 
which agreed with the findings of Miss Copping in her experi- 
ments with rats. The greatest concentration of nicotinic acid 
in the wheat grain was in the bran, which contained 235 xg. 
per g. -He suggested that, to avoid confusion, the results of bio- 
logical tests should be expressed in international units and the 
results of chemical tests in sg. 


Brown or White ? 


Dr. KENT Jones, in a defence of the policy of “enrich- 
ment "—a term implying the addition of synthetic vitamins to 
low-extraction flour—observed that in the battle between brown 
and white bread enthusiasts on both sides had recently shifted 
their ground considerably. The supporters of “ brown” bread 
now realized that wholemeal was not generally popular, that 
it contained a high proportion of indigestible material, and 
might increase the tendency to rickets on account of a high 
content of phytic acid. Those who favoured white flour, while 
emphasizing that the main function of bread was to provide 
energy and protein,. were alive to the fact that low extraction 
led to deficiency in certain vitamins. The struggle was, there- 


fore, no longer between wholemeal and ordinary white 
flour but between 85% “near white” flour and 75% 


white flour “enriched” with vitamins and minerals. In Dr. 
Kent Jones’s view experience in America had shown that 
75% white flour was the popular choice. The loss in 
nutritive value caused by low extraction was partially recovered 
by the use of *~weatings in the production of eggs and bacon. 
Poorer sections of the population might not, however, be able 
to afford their full share of these foodstuffs, but for 9d. per 
person per year 75% flour might be enriched with vitamin B,, 
riboflavin, n.cotinic acid, and iron, so as to be much superior 
to 85% extraction flour in these factors. If high-extraction 
flour was to be endowed by its supporters with the virtue 
of a high content of unknown vitamins, it may equally well 
be considered by its detractors to contain unknown forms of 
phytic acid and other deleterious substances. 

Mr. A. L. BacHARACH considered that in deciding between 
the relative merits of high-extraction flour and “ enrichment” 
it was important to have regard to other matters. A food might 
be good or bad according to the nature of the remaining 
components of the diet and other circumstances. Thus Jessop’s 
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synthetic rubber, the Canadian prairie farmer feared the danger 
of over-production, which in the past had brought him near 
to ruin. From a scientific standpoint great hopes might be 
entertained of breeding improved types of wheat to meet 
special requirements. Already plant breeders in~Australia had 
introduced drought-resisting types which doubled the yield of 

in for every inch of rainfall. In Canada, where the limit- 
ing factor was freedom from frost, types of very rapid growth 
had been employed. There was no reason why wheat specially 
‘rich in vitamins should not be bred if this characteristic was 
particularly desired. 

Prof. PETERS, in his summary, concluded that education was 
still necessary to persuade the public to prefer bread baked 
from high-extraction flour. The instruction of bakers in the 
art of obtaining the best possible loaf was also desirable. Fhe 
conference had made it clear that cows could easily dispense 
with wheat middlings, although they required the bran which 
was usually rejected by the human being. The production 
of pigs and poultry was certainly handicapped by the diversion 
of weatings to direct consumption by man, but the “ enrich- 
ment” of alternative foods for these animals with artificial 
vitamins seemed worth a trial. The policy of “ enriching” 
flour used for human consumption entailed much greater com- 
plications than were at present visualized. Scientific progress 
might well reveal a “ slippery slope” with the discovery of an 
ever-increasing number of essential nutrients. It might be 
difficult to restore all these factors to the flour under con- 
ditions which would assure their stability. 
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IDENTIFICATION OF GAS CYLINDERS 


A tragic accident which occurred at Bath last summer’ shows 
the urgent need for adequate and standardized distinction 
of gas cylinders. A child aged 24 years was undergoing an 
operation under nitrous oxide and oxygen. The anaesthetist 
examined the machine and was satisfied that it was in order, 
but she did not examine the cylinders. Apparently it was 
the practice for her to rely on the nurse whose duty it was 
to change the cylinders. The child stopped breathing and the 
anaesthetist gave what she thought was pure oxygen, but the 
child died. She then found that a nitrous oxide cylinder had 
been coupled up to the oxygen tube. The necropsy confirmed 
that the child’s death was due to asphyxia caused by nitrous 


oxide. The nurse said that before the operation she had . 


found the two oxygen cylinders empty and had replaced them 
with two cylinders which she had thought contained oxygen 
and which she took from a cupboard. She was accustomed 
to the work, but admitted that she could not have checked 
the cylinders properly. 

Our contemporary rightly comments that, although the anaes- 
thetist ought to have checked the contents of the cylinders, 
every possible automatic safeguard ought to be used to lessen 
the risk of such accidents. In these days, as the anaesthetist 
herself remarked in evidence, it is not very easy to recognize 
the difference between the two kinds of cylinders. At present 
anaesthetic gas cylinders are painted black and identified merely 
by a pasted-on paper label. In transit they are exposed to 
friction, dirt, paint, rust, and weather, and the labels often 
become almost illegible. Admittedly oxygen cylinders have 
white nozzles and mitrous oxide cylinders black, but the 
difference tends to diminish with time and exposure, and the 
cylinders are not always kept in well-lit stores. What is 
required is an unmistakable mark carried completely round the 
cylinder—e.g., a transverse stripe or stripes of different colours, 
perhaps made of plastic paint let into shallow grooves. It 
should be quite practicable to distinguish cylinders by painting 
the bodies one colour and the stripes another. Accidents due 
to this cause are unfortunately not rare, and if the anaesthetists 
would agree upon standard markings, doubtless manufacturers 
would at once meet their wishes. 








1 Chemist and Druggist, Aug. 5, 1944. 
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CALCAR, WESEL, AND VESALIUS 


At the moment when these lines are being written the might 
of modern baftle is thundering within sight of Wesel and 
the Wehrmacht is striving to save the important Rhine cross- 
ing. Five days before the Allied army had passed through the 
pleasant little town of Calcar. These two places are con- 
nected by a road which will now be crammed with military 
traffic, and through the centuries they are linked by their 
indirect association with the anatomist Vesalius. 

Wesel is situated strategically at the confluence of the Lippe 
with the Rhine. It has been a stronghold from very early 
times. The Romans fortified it first, and in his campaign 
against the Saxons Charlemagne made it his headquarters. 
Later it was a member of the Hanseatic League, and 
remained a free imperial city until the sixteenth century. 
Invaded four times during the seventeenth century, and again 
in 1805, it once more appears to be living up to its history 
and its name. The legend goes that after the Roman conquest 
it was invaded daily by weasels which came from the forest 





JAN STEPHAN VAN CALCAR ‘ 


near by, and that this is the real derivation of its name (in 
Flemish, weasel is wesel). 

The ancestors of Andreas Vesalius originally came from 
this town, and the family name was variously spelt. Witing, 
Witting, Wytinck, or Wytings. Later they moved to Nijmegen, 
and as so often happened became known from their place 
of origin as Wesel or Wesalius. The immediate ancestors of 
Andreas were all connected with the healing art. His great- 
great-grandfather wrote a commentary on Avicenna ; his great- 
grandfather was physician to Mary of Burgundy, as also was 
his grandfather. In-addition the latter was a writer on medi- 
cal subjects and a mathematician. The father of the anatomist 
was apothecary to Charles V. When Andreas pére and his 
wife Isabella Crabbe moved to Brussels is unknown, but at 
any rate it was there that Vesalius was born. On the title- 
page of his first book—Paraphrasis in Nonum Librum Rhazae 
—he styles himself “ Andrea Wesalius Bruxellensis,” and sub- 
sequently this designation always appeared after his name. The 
town had adopted as its armorial arms a shield bearing three 
weasels, and this had been granted to—or assumed by—the 
Vesalius family. It is there for ail to see, high up above 
his head, in the imaginary theatre so brilliantly depicted in 
the title-page of the Fabrica (1543). Meae mustellae—my 
weasels—he calls them in his letter on the China root. Yet. 
even to his contemporaries his connexion with Wesel could 
not have been obvious, as we would expect it might have 
been. Looking at this coat-of-arms we notice the long legs 
and necks of the three animals. They could only be grey- 
hounds, and even in 1646, eighty-two years after his death, 
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a writer described his coat-of-arms as consisting of three 
yellow greyhounds on a red field. In the second edition (1555) 
of the Fabrica the graceful animals have been treated surgi- 
cally, to become what they were originally intended to be— 
the three weasels of Wesel. 

We do not know how often Vesalius visited Wesel during 
his early life—which is, after all, the only part of his life that 
matters to posterity—but we do know of one occasion on 
which he did so. After the publication of his great -work in 
1543 he took the drastic step of burning his papers and books 
and becoming surgeon to the Emperor Charles V. Early in 
January, 1546, Charles opened the Congress of the Order of 
the Golden Fleece at Utrecht, and proceeded with his train 
to attend the Diet at Regensburg. When they reached Nijmegen 
the Venetian Ambassador was taken seriously ill, and Vesalius 
had to stay behind to attend to him. Perhaps he did not 
mind the month which he spent there ; it certainly gave him 
the opportunity—as he tells us—of paying a visit to Wesel. 

This burning of the books, this forsaking of the anatomy 
room for the Emperor's court, has been a bone of conten- 
tion among scholars. It has been said that Vesalius threw 
away the substance for the shadow. There is little doubt that 
he was grieved at the way in which the Fabrica was received 
by the die-hards, and this probably was the factor which deter- 
mined the time at which he took the step. Looking at his 
ancestry one would think that his parents would naturally 
desire him to achieve eminence in court circles. That was 
something which they—with their ancestry—could understand. 
His father did not die until 1546. Though Vesalius was not 
one to be swayed by men, it seems quite likely that he 
had set out with the intention of following the career in which 
his ancestors’ names and his father’s influence at court could 
help him. The introduction to the Tabulaz anatomicae tells us 
much. The Fabrica may have been an adventure on the way. 

Calcar, fifteen miles or so from Wesel, is almost quite undis- 
tinguished. It always was what, to quote Christopher Buckley, 
it was before the war, “a pleasant little country town... 
with a population of some 10,000 or 12,000, strongly Catholic.” 
It would be quite undistinguished were it not for the fact that 
it was the supposed birthplace of its most outstanding son, 
usually known as Jan Stephan van Calcar—or various Flemish 
or Latin equivalents of that name. In Italy he was called 


Giovanni di Calcar Fiamingo—the Fleming. Calcar was born > 


in 1499, and was thus fifteen years older than Vesalius. He 
studied art in the school of Jean de Bruges, and apparently 
as the result of an affaire de ceur he appeared in Venice about 
1536 or 1537. Practically all we know of Calcar is derived 
from the pages of Vasari. The Lives appeared first in 1550, 
four years after the death of Calcar, and contained no refer- 
ence to him. In the second edition (1568) Vasari said: 

“In the year 1545, I became known to, and contracted much 
friendship with Giovanni Calcar, a Flemish painter of. great merit, 
who so successfully practised the Italian manner, that his works 
were not always perceived to be those of a Fleming; but he died 
at Naples, while still young, and when the fairest hopes had been 
conceived respecting his future progress.” 

For all his defects Vasari is still the greatest contemporary 
source of information on the artists of the classical period ; 
and what he says here appears to be true. In the space of 
about eight years Calcar seems to have assumed to perfection 
the mantle of an Italian painter; or, in the words of Ivins, to 
have done what few, if any, other Northerners ever succeeded 
in doing—absorbed completely the three-dimensionai draughts- 
manship of Titian and his school. The paintings by Calcar 
which have survived are not numerous. There was a Mater 
dolorosa in the Boisserée Collection; a portrait of Cardinal 
Colonna, formerly attributed to Holbein, in Rome ; and a num- 
ber of supposed portraits of Vesalius, in London, Paris, Oxford, 
Glasgow, and Boston, of which some are probably by Calcar, 
but none is a genuine portrait of Vesalius. 

Calcar seems to have met Vesalius in Venice about 1537, 
and the result was the publication of the six “ fliegende Blatter ” 
known as the Tabulae anatomicae (sex). In the introductory 
dedication Vesalius indicates that the first three sheets of draw- 
ings are by himself, while the three skeletons are by Calcar. 
These skeletons struck an entirely new note, and at a bound 
raised the standard of osteological illustration. Whatever was 
the reason, Calcar appears to have paid the bill for the 





publication, whether as agent for Vesalius or because Vesalius 
needed his financial help is unknown. 

The next great works in which the names of Vesalius and 
Calcar are traditionally linked are the Fabrica and the Epitome 
both published in 1543. For some unaccountable reason the 
drawings in these volumes—or at least the full-page tabulae— 
were ascribed to Titian for more than 200 years after the pub- 
lication of the books. Bonavera (1670) and Toritebat (1667) 
both believed that Titian was the artist. In 1706 Moschenbauer 
of Augsburg issued an anatomical work based on Vesalius, in 
the title of which the statement was made that the figures were 
drawn by Titian. Considering how often the tabulae of the 
muscles are found to have been torn out of copies of the 
Fabrica, we might guess that this ascription of the drawings 
to Titian accounted in part for the popularity of the book. 
The ascription is strange, since Vasari had written in 1568: 

“Among those about Titian meanwhile was a certain Giovanni, 
a Fleming, who became a good master, whether for larger or smaller 
figures, and in portraits was most admirable, as may be seen by his 
works at Naples, where he lived for some time, and where he 
ultimately died. By his hand, and they must do him honour to alj 
time, were the designs for anatomical studies which the most admir- 
able Andrea Vesalio caused to be engraved on copper and published 
with his works.” 

This is emphatic, and Vasari’s many readers would appar- 
ently find little to quibble about here. The “ operative word,” 
as we might say, which should have set all heads nodding and 
tongues wagging is Vasari’s statement that the illustrations were 
engraved on copper. It is well known that the whole of the 
illustrations in both the Fabrica and the Epitome were printed 
from wood-blocks. These blocks were still in existence just 
before the present war, and the New York Academy of Medi- 
cine used them all to reprint the illustrations of Vesalius in 
a sumptuous volume. Vasari must have known the difference 
between prints made from wood and from copper, and we 
are led to wonder therefore whether he ever saw the books. 

This is no place to embark on discussion of the identity of 
the artist or artists who drew the Vesalian illustrations, but a 
few points will suffice to show the pitfalls in this apparently 
clear expanse. In the first place, roughly 280 wood-blocks 
were used in printing the Fabrica, and none of them bears the 
signature of Calcar. Then there is the complaint of Vesalius 
that he had had difficulties with “ several artists,” who made 
him pay dearly for the cutting of the wood-blocks. Of course, 
there is no reason to suppose that, even if Calcar made all the 
drawings for the blocks, he also carried out the cutting. 
Finally, there is the doubt which Vesalius himself expressed 
in the Venesection Epistle published. in 1539: ‘“ Wherefore, if 
there are opportunities of obtaining bodies, and if Jan Stephan 
—the most illustrious painter of our time (insignis nostrae 
aetatis pictor}—does not refuse his services, I on my part will 
by no means shun the task.” This was fulsome praise while 
Titian and certain others were still living, and was obviously 
written for a purpose. Vesalius gave due credit to Calcar in 
the Tabulae anatomicae ; yet his name does not appear in the 
whole of the Fabrica. Having embarked on his great task, did 
Vesalius find that the artist of his choice would not collaborate? 

The portrait of Vesalius which adorns all complete copies 
of the Fabrica is generally regarded as being the work of Calcar. 
This portrait was reproduced in the Journal on the occasion 
of the quatercentenary of the publication of the Fabrica in 
June, 1943. Prof. Charles Singer has recently advanced the 
theory that, while the head itself is a genuine work of some 
good artist—Calcar or another—the setting is the work of an 
inferior craftsman, perhaps the woodcutter. The title-page of 
the Fabrica is almost certainly by Calcar, and it represents one 
of the finest wood-cuts of all time. 

We can sum up briefly by saying that, while the association 
between Jan Stephan and Vesalius—Calcar and Wesel—is defi- 
nite, the association between Jan Stephan and the Fabrica is 
another matter. E.A.U. 


W. P. Boger (Amer. J. med. So#., 1944, 208, 708), who records two 
cases in women aged 24 and 52, states that the arthritis commonly 
described in meningococcal infections is in most cases an acute 
synovitis which usually accompanies the rash. Acute synovitis as 
a rule promptly subsides with complete restoration of function, but 
exceptionally the synovitis leads to a purulent arthritis. 
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Aerial Infection 


Sin,—Dr. Maurice Mitman (Jan. 20, p. 71), reviewing the 
subject of aerial infection, assumes that the so-called droplet 
quelei are the chief factors in the spread of intramural infection. 
if he will refer to a paper I published four years ago (Canad. 
publ. Hith. J., 1940, p. 539) dealing with the transmission of 
haemolytic streptococcal infections by carriers, he will find: 
first, an account of experiments showing that when talking 


expelled inside heavy droplets, which rapidly fall under the 
influence of gravity and probably never become droplet nuclei ; 
secondly, an account of many experiments designed to show 
that droplet nuclei are infected, all of which showed that they 
are not infected with mouth saprophytes, let alone haemolytic 
streptococci ; and, thirdly, the enunciation of a theory that this 
type of infection is transmitted by an indirect route, the 
organisms being expelled by the donor when speaking, coughing, 
snoring, etc., inside heavy droplets, which fall on to whatever 
is below the level of his mouth (clothes, desk, table, sheets, 
pillow-case, etc.), quickly dry thereon, and are subsequently 
released into the atmosphere on dried particles of dust, fluff, etc., 
when the surface is disturbed. 

The carriers in these experiments were talking or coughing. 


» Subsequent work, which has not yet been published, has shown 


that the droplet nuclei left floating in the atmosphere after 
a sneeze may be infected. But if the transmission of these 
infections requires droplet nuclei it is difficult to believe that 
we must wait for a sneezing donor before we can get other 
cases of scarlet fever or tonsillitis. And in any event the 
demonstration by Thomas and Van den Ende (British Medical 
Journal, 1941, 1, 953) that the bedding of patients with tonsillitis 
is heavily infected with haemolytic streptococci, and that these 
organisms are released into the air in great numbers when 
the bedding is disturbed, shows that it is only too easy to get 
the specific organisms into the atmosphere by the indirect route 
postulated above. Undoubtedly the same thing occurs with 
carriers, for I was able to show in another paper (Lancet, 1941, 
1, 85) that they too can infect their clothes and bedding. For 
these reasons it is hardly necessary to invoke infection of 
droplet nuclei to explain the transmission of haemolytic 
streptococcal infection. 

Carriers of other varieties. of organisms (C. diphtheriae, 
N. meningitidis, H. pertussis, pneumococcus) have not, so far 
as I am aware, been studied by this technique, nor have 


carriers of virus infections such as influenza, smallpox, chicken- - 


pox, measles, or mumps—for obvious reasons. It is therefore 
impossible to say whether the droplet nuclei expelled when 
coughing, etc., are infected or not. The chances are that 
they are not, because even when an indicator organism such 
as Ch. prodigiosum is taken up in large quantities into the 
mouth this organism too is only expelled inside heavy droplets, 
although it may be present in droplet nuclei when the subject 
sneezes. 

As in the case of scarlet fever and tonsillitis,.it is equally 
difficult to believe that if these diseases are spread by 
droplet nuclei, diphtheria, mumps, whooping-cough, pneumonia, 
influenza, smallpox, chicken-pox, measles, will be transmitted 
only if the donor is good enough to sneeze.—I am, etc., ~ 


University of Toronto. RONALD Hare. 


Shock Therapy and Conditioned Reflexes 


Sik,—Dr. H. N. Hardcastle makes the interesting suggestion 
that human behaviour may be regarded as a complex of 
engrams, a view which appears to me not only. to fit the facts 
but also to bring the Pavlovian conditioned reflex into its 
right plac€ in the cortical neuronic pattern. But is it necessary 
‘0 regard the influence of emotion as the primary cause of 
the engram as a complex of conditioned reflexes? Surely not. 
As I emphasized in my original address, cortical neurones are 
constantly being altered by the environmental stimuli to which 
they are subjected. Hence the engrams, or combinations of 
neurones, are as constantly being modified—new combinations 


adding to or replacing older ones. There is more to the engram 
than emotion, as I sought to explain by referring to the neuronic 
conception of dreams and the vagaries of memories. : 

1 am not competent to discuss the clinical nature of shock 
therapy, but if, as Dr. Hardcastle surmises, it will recondition 
a reflex in the absence of the conditioning factor I see o 
structural reason why it should not. What ordinary environ- 
mental stimuli undoubtedly do, so surely may the violence 
to which shock therapy submits the brain. It is indeed quite 
possible that it destroys old engrams and creates new ones. 
If so, then there is afforded an explanation of the altered 
behaviour reactions which may follow the treatment. 

If this conception of interrelated associational neurones— 
that is, cortical engrams—satisfactorily explains the vagaries 
or memory, dreams, Pavlov’s conditioned reflexes, and the 


beneficial influence of shock therapy, then it would appear that . 
we now have a common factor worthy of extended study and 


application. It is up to those who think otherwise to produce 
a better explanation, but it will not be easy to contravene the 
scientific basis of the former. 

The conception of the engram at least holds out hope for 


the future, and I therefore agree with Dr. Hardcastle that it © 


should not now be overlong before there may be evolved a 

form of therapy in which the “recall” properties of shock 

may be combined with the selective facilities of the more 

orthodox psychological approach, though not. necessarily the 

better founded on fact.—I am, etc., 
University Club, Liverpool. 


Therapeutic [liness ? 

Sir,—-Dr. Narasimha Pai’s article on changes in personality 
after cerebrospinal fever (March 3, p. 289) has evoked the 
unforgettable recollection of an experience in reverse—an 
example possibly unique at any rate surely exceedingly 
uncommon. 

During the last war when in charge of a medical division 
| was informed by one of my juniors of the arrival in hospital 
of “that perisher De C.,” his admission coinciding with his 
impending departure over-seas. Private De C, had gained (and 
thoroughly earned) an unsavoury reputation in his unit for 
slackness and inefficiency; and as he had on two previous 
occasions succeeded in gaining admission to hospital. by 
reporting sick when on draft for over-seas, his third appearance 
in similar circumstances not unnaturally excited some suspicion. 
Proceeding to the ward with the intention of summary action, 
| found Private De C. with a temperature of 104° F. suffering 
from cerebrospinal fever complete with “spots.” In those 
days when our treatment was limited to lumbar puncture and 
the dubiously effective administration of serum, recovery of 
such a severe case was no small achievement ; yet Private De C. 
weathered the storm,'and after convalescence returned to his 
unit. I subsequently learnt from his company commander and 
medical officer that he developed into an exemplary smart and 
capable soldier, who, in due course, went abroad enthusiastically 
and served with considerable distinction. 

Encephalitis lethargica is even more notorious than cerebro- 
spinal fever as causative of moral deterioration. Has anyone 
ever encountered a reversal of character from bad to good in 
one of the afflicted?—I am, etc., 

London, W.1. 


Ovariotomy or Caesarean Section ? 

Sir,—What, presumably, Prof. S. J. Cameron (March 3, 
p. 307) wishes to convey is that for ovarian cysts obstructing, 
or likely to obstruct, labour he advocates ovariotomy, followed 
by spontaneous or assisted vaginal delivery rather than 
ovariotomy followed (or, possibly, preceded) by Caesarean 
section. His object in writing is, he states, to ascertain if this 
is the practice adopted by his colleagues. 

I can speak best for south of the Tweed, where, I believe, 
the practice of removing the cyst followed by vaginal delivery 
has for many years been the established one. It was taught 
by the late Dr. Herbert Spencer, whose influence was, and is, 
rightly great. There are, naturally, exceptions: sometimes a 
wedged or adherent cyst cannot be shifted from the pelvic 
cavity before the uterus has been emptied, and sometimes 
accompanying obstetric: conditions, which need not be detailed. 


RIcHARD J. A. BERRY. 


ADOLPHE ABRAHAMS. 
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indicate Caesarean section. I have never yet known or heard 
of a case of haemorrhage from the stump. 

In the textbook which, I am credibly told, is the one most 
widely read in these southern climes (Textbook of Obstetrics, 
by Eden and Holland) the advice given is as follows: 
(a) Ovariotomy during pregnancy (at or near term): “ Caesarean 
section is unnecessary unless the tumour is adherent in the 
pelvis. In all ovariotomies during pregnancy the pedicle should 
be ligated with extra care and as far away from the uterus as 
possible.” (b) Ovariotomy during labour: “ After the tumour 
has been removed Caesarean section is unnecessary, for there 
will now be no obstacle to delivery by the natural passages. 
When thé operation has been performed towards the end of 
the first stage, the cervix being dilated, delivery can be 
immediately completed with forceps, whilst the patient is still 
under the anaesthetic ; if the cervix is not fully dilated labour 

‘must be allowed to continue until it is, and then the child is 
delivered. The presence of a recent abdominal wound does 
not interfere with natural labour ; pain is relieved by morphia, 
and forceps are applied as soon as the second stage begins.” — 
I am, etc., : e- 9 


London, W.1. ’ EARDLEY HOLLAND. 


Sizn,—I should like to support the views expressed by 
Prof. S. J. Cameron (March 3, p. 307) on Caesarean section 
in pregnancy complicated by ovarian cysts. I have before me 
notes of twelve recent cases of pregnancy complicated by 
ovarian cysts. In one of these I performed Caesarean section. 
In this case I was unable to control by sutures the bleeding 
from veins in the uterine end of the attenuated broad ligament. 
Retraction of the uterus after it was emptied promptly stopped 
the bleeding. 

Haemorrhage from the stump has not occurred in any of the 
cases. I would suggest that where it does happen it is more 
likely to be due to faulty technique in ligatufing than to the 
strain of labour. If this is true the risk of stump haemorrhage 
will not be reduced by performing Caesarean section. 

If any criticism can be aimed at Prof. Cameron’s advice in 
the case quoted in para. 2 of his letter it is that he advised 
ovariotomy when, considering that it was a dermoid, partial 
resection with conservation of ovarian tissue might have been 
possible, as was shown some time ago by Mr. Victor Bonney 
and more recently by Mr. Scott Russell in your issue of 
Feb. 24 (p. 262) and by myself in the Practitioner (February, 
1944). If this could have been done there would have been 
no stump to worry about. This method is applicable not only 
to dermoids but to all types of benign ovarian cysts, as I hope 
to show in a future paper on the results of 50 such operations 
that I have performed. The fact that the patient is pregnant 
or is in labour adds but little difficulty to the operation. 
I consider that wounding the uterus simply in order to deal 
with an ovarian cyst is quite unjustifiable, and the only occasion 
on which I have found it necessary a fault in my own technique 
was responsible. Some cysts lie deep in the pelvis, and their 
inaccessibility is put forward as an excuse for Caesarean 
section in such cases. Personally I prefer to eventrate the 
uterus even though it means making a longer incision in the 
abdominal wall. 

Some years ago Prof. Cameron’s colleague Prof. Munro-Kerr 
pointed out that the mortality of ovariotomy is much higher 
- than most gynaecologists imagine—4%. Why, then, add to this 
the risks of Caesarean section?—I am, etc., . 


STANLEY Way, M.R.C.O.G. 


Newcastle-upon-Tyne. 


Problems of Cortical Hyperadrenalism 


Sirn,—When by analogy with “hyperthyroidism” the term 
’ “ (anterior) hyperpituitarism ” had been introduced for pituitary 
gigantism and acromegaly, it became clear after some years 
that this must be changed to “ (anterior) eosinophilic hyper- 
pituitarism” to differentiate it from “ (anterior) basophilic 
hyperpituitarism ”"—Cushing’s syndrome. 

Should cases of “cortical hyperadrenalism” likewise be 
divided into two classes: (1) the well-known class in which 
excessive action of the cortical endocrine cells (whether the 
‘ result of a malignant or non-malignant endocrine tumour of 
the cortex or of mere hyperfunction of the cortex without any 


—__..,, 


actual endocrine tumour) produces virilism ; (2) the much rarer 
cases in which it produces feminism? 

In a case shown to me in 1915—a man aged 27 years, to 
which my then surgical colleague, Dr. zum Busch, afterwards 


allowed me to refer (Brit. J. Derm., 1926, 28, 7)—feminism s 


in the form of bilateral mammary enlargement (a few drops 
of milky fluid could be squeezed from the nipple of either 
breast) occurred as the result of an adrenal cortical endocrine 
tumour. I first thought that this was the only example of the 


kind on record, but the publication of the Bittorf-Mathias case / 


was earlier (Virchows Arch., 1922, 236, 466), and since then 
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two or three well-authenticated analogous cases have been 
recorded. . é 

The question has therefore naturally arisen whether there 
may be an adrenal cortical hormone (a) with a feminism. | 


producing function, like folliculin, as well as (6) a virilism- | 


producing hormone like testosterone and the active principle of 
andreioblastomata in females. If those who hold this view 
are correct, we already can refer to rare instances of feminism- 
producing cortical hyperadrenalism (with or without actual 
tumour-formation) in males (as referred to above); but are 
there analogous cases in females? May there not be mild 
forms of feminism-producing cortical hyperadrenalism in 
females (probably without any actual cortical endocrine tumour) 
to account for some cases of excessive development of the 
uterus (perhaps with early and excessive menstruation and 
myomata) and possibly exaggeration of breast development and 
secondary female sex characters? Dr. G. Samson, in a con- 


versation, has even suggested to me that the feministic features — 


of so-called “ pituitary obesity” and Fréhlich’s “ dystrophia 
adiposo-genitalis” in both boys and girls might conceivably 
partly be due to excessive formation of such a feminism- 
producing adrenal cortical hormone. 

It is clear that the above suggestions are only theoretical 
explanations. In the same way, it might be suggested that an 
active thymic endocrine tumour or delayed involution of a 
large thymus in a young male might cause either excessive 
virilism of the macrogenitosomia type or, still more rarely, 
feminism with gynaecomastia and smallness of testes and penis, 
and that this might be accounted for by assuming the existence 
of a virilism-producing thymic hormone dominating in the 
former cases, and a feminism-producing thymic hormone in the 
latter. But other explanations seem more probable (Weber and 
Wohl, Méd. Press and Circ., 1944, 211, 22; Weber, ibid., 
p. 155).—I am, etc., 
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London, W.1. F. PARKES WEBER. 


Ludwig's Angina 


Sir,—Ludwig himself pointed out that the danger of the | 


angina now inseparably linked with his name was sudden 
oedema of the glottis. Obviously, if the larynx is intubated 
the principal danger of the condition and the anxieties connected 
with the anaesthetic fade into insignificance. Majors John Farr 
and E. D. Stanhope (March 3, p. 295) advocate intratracheal 
anaesthesia in Ludwig’s angina. 

Even an anaesthetist highly practised in laryngeal intubation 
requires the patient to be deeply anaesthetized before he can 
pass a tube beyond the vocal cords. Even a practised intubator 
has difficulty in regularly intubating the normal larynx blindly, 
and has to resort to direct laryngoscopy in a percentage of cases. 
If, as is always the case in true Ludwig’s angina, the patient 
has trismus, a grossly swollen tongue, is “full of mucus,” and, 
above all, has some oedema of the glottis, what chances are 
there of successful visual intubation if blind intubation fails? 

I used to consider that intravenous anaesthesia was the one 
of choice, but here again all is well only if the mouth can 
be opened freely. In my experience the only safe anaesthetic 
for use in Ludwig's angina is local. To perform bilateral local 
regional block anaesthesia it is only necessary to have a lumbar 
puncture needle and some 1% novocain. After raising a weal 
in the skin the lumbar puncture needle is inserted up to the 
base of the skull behind and parallel to the posterior border 
ot the sternomastoid at a depth of approximately half an inch. 
Ten to 15 c.cm. of novocain is then injected as the needle is 
withdrawn slowly. This renders the submaxillary region 
sufficiently anaesthetic for a bowed incision and thorough 
division of the mylohyoid muscle.. When the mylohyoid has 
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been completely divided, the closed fascial space surrounding 
the submaxillary salivary gland is decompressed, and the 
danger of oedema of the glottis is circumvented. To save the 
life of the patient, division of the mylohyoid is, I believe, the 
only absolutely necessary surgical measure. 

It so happens that I am well practised in’ removing the sub- 
maxillary salivary gland under local analgesia, having done 
this more than 80 times. In two cases of Ludwig's angina, 
after dividing the mylohyoid freely; 1 supplemented the regional 
plock anaesthesia with a little local infiltration of novocain, and 
removed the submaxillary salivary gland, completing the opera- 
tion by packing the resultant cavity lightly. Certainly both 
patients had the benefit of sulphonamide therapy ; even so, I 
consider the absolutely unhindered drainage of the infected 
fascial space accounted for the fact that both patients were 
virtually convalescent in a few days. 

Whether or not,those who have made a special study of the 
surgery of the bucco-cervical region approve of the above 
measures, I am sure they will support my statement that an 
incision leading from the mouth into the neck should be avoided 
on every possible occasion. Ludwig’s angina is no exception, 
and on this account I consider that the incision described in 
the older literature and advocated by Majors Farr and Stanhope 
is a retrograde step.—I am, etc., 


London, W.1. 


Nephrectomy with Partial Resection of the Other Kidney 

S$m,—The long-range effect of removing more than half the 
kidney substance has been so seldom observed that a short note 
on a case about eight years after operation may be of statistical 
value. 


The patient had calculous pyonephrosis and functionless kidney 
on the left side. On the right side there was a branched calculus 
occupying the lower calyx system. The latter stone was surrounded 
with pus, but the upper pole of this kidney was healthy. The two 
operations, which took place in June, 1937, consisted of complete 
removal of the left kidney together with the lower pole of the right 
one, a little less than two-thirds of the whole kidney substance being 
removed. The case was reported in the Journal of Aug.-26, 1939 


HAMILTON BAILEY. 


? (p. 445). 


Almost eight years have elapsed, and the patient, a married 
woman now 47 years of age, continues to be in perfect health 
and is fully engaged in all the usual general and social activities. 
She has never restricted her diet or taken any special precau- 
tions except that she usually takes 5 or 10 gr. of acid sodium 
phosphate a day to maintain the acidity of the urine. There 





are no symptoms or evidence of infection or recurrence of 
calculus. X-ray examination shows a large disk-like mass 
instead of the usual reniform organ on the right side. Follow- 


which persisted until a year ago and then closed and remained 
closed.—I am, etc., 


Johannesburg. R. CAMPBELL BEGG. 


Soviet Gramicidin 


f Sin—Ever since there has been life one form of life has 
lived upon another form. Plants depend upon the life in the 
soil, animals and man upon plants. The life in the soil consists 
of bacteria, fungi, and protozoa, and my investigations lead 
me to believe that the life needed by plants is that which is 
obtained from the lytic action of certain micro-organisms upon 
fungi. I hold the most active micro-organism to be one which 
[call the B. proteus anaerogenes, as it appears to connect the 
B. faecalis alkaligenes to the proteus group of micro-organisms. 
This micro-organism, or group of micro-organisms, abounds 
in all wastes, and is found in greatest abundance in the final 
Stages of sewage decomposition. Its lytic action upon other 
forms of protein is greater than«that of the other bacteria, 
fungi, and protozoa with which I have experimented. Indeed, 
since 1938 I have been using the liquor from sewage to break 
down my bacterial emulsions in the preparation of the vaccines 
for the prevention and treatment of distemper and influenza. 
Fungi may be used in the laboratory for the same purpose, 
but their lytic action does not compare with that of the 
8. proteus anaerogenes. My attempts to discover the nature 
of the lytic action have led me to conclude that it lies in the 
expander action that the two sulphur atoms, which are attached 
0 the pyrimidines—cytosine and uracil—in the nucleic acid, 
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and especially the amino groups of the polypeptides of the live 
agent, exert upon the dead object. This sulphur—nucleic acid- 
amino-polypeptide complex is the most important one in the 
constitution of evéry protein product. It is the complex in 
its concentrated form extracted from Penicillium notatum which 
forms the basis of penicillin, and doubtless the one which, 
extracted from B. brevis, forms the basis of gramicidin. But 
the work I am doing on the B. proteus anaerogenes suggests that 
the complex extracted from this micro-organism might yield 
even better results. As the complex of the lytic agent extracts 
the complex from the dead object, use need not be limited to 
the former but it should be extended to include the latter. 
Insulin owes its action to the same amino-polypeptide complex, 
and the sulphonamide compounds owe their expander action 
to the aniline amino group. 

Interesting as it may be to discover the most active 
polypeptides in the complex, the inquirer must avoid carrying 
the differentiation too far, because in all these inter-protein 
reactions the more important agents are the connexions between 
the chemical substances, and not the chemical substances them- 
selves. In conclusion, I would like to say that man has not 
touched the fringe of the allied nutritive and therapeutic values 
of wastes.—I am, etc., 


London, W.1. J. E. R. McDONaGH. 


Oral Administration of Penicillin 


Sir,—In your very timely and instructive annotation on 
new ways of giving penicillin (Feb. 17, p. 227) you write 
as follows about the possibility of giving penicillin by the 
mouth : “ This route has hitherto been firmly ignored because 
the drug is destroyed by acid, and even administration by 
duodenal tube has resulted in poor absorption.” As the impor- 
tance of a possible oral administration for general practice 
cannot be over-emphasized, may I suggest that research workers 
who are in a position to carry out experiments should try to 
give penicillin in keratin-coated gelatin capsules. These 
capsules have the great advantage that owing to the insolubility 


' of keratin in acid medium they pass through the actual stomach 


intact and get dissolved only in the richly alkaline medium of 
the lower part of the small intestines, freeing their content 
there. 

The administration by duodenal tube is a complicated and 
difficult procedure not suitable for general practice, and for the 
actual purpose inferior to the keratin-coated capsules, the 
alkalinity of the duodenum being a very unreliable factor 
because it is constantly altered and upset by the unceasing 
injection of the acid gastric content. Often there is no alkalinity 
at all, the latter being over-compensated by the hyperacidity 
of the stomach and thus leading to duodenal ulcer.—I am, etc., 
L. SCHMIDT, 


Prevention of Blistered Heels 


Sir,—The article on _ peritendinitis (Johnson, H. D., 
Journal, 1945, 1, 193) brought to my mind the method of 
blister prevention given me by an old Swiss guide soon after 
the last war. After some years of hospital life with very little 
exercise, my feet could not stand the long mountain walks, and 
first blisters and then tenosynovitis of the Achilles seriously 
interfered with the holiday. 


Newark. 


2 


The cause of the two conditions appears to be the same. 
When the ankle is flexed in bringing the hinder foot forward, 
the rigidity of the laced-up front. of the boot is less than the 
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rigidity of the sole ; therefore the heel rubs against the leather 
of the boot, and if the rub is a broad one a blister forms ; 
if there is a wrinkle in the boot heel, tenosynovitis occurs. 
(Fig. 1.) ‘ 

I was advised to lace the first four eyelets rather tightly 
and then make a double twist in the laces, the first part of a 
surgeon's knot ; next twist the lace-ends round so that the end 
which was going to the right now goes to the left. Instead of 
this a proper knot may be made, but this takes long to undo. 
The double twist plus reversal is almost as firm as a full knot 
and takes no time to loosen. After this, lace on the rest of 
the boot distinctly loosely. This completely alters the resultant 
forces. The ankle can now have a little play and the rub due 
to the rigidity of the sole is almost absent and folds in the 
leather are not forced against the tendon (Fig. 2). 

Since putting this into practice I have had little further 
trouble and have been able to face the long walks after a year 
or so of a sedentary life.—I am, etc., 


A. T. Topp, 
Physician, Bristol Royal Infirmary 


Repair of the Oblique Hernia 


Sirn,—With reference to the evergreen topic of hernia, I am 
rather surprised to find no mention in recent reviews of the 
excellent procedure for repairing the large oblique hernia 
devised by Mr. F. R. Brown and reported in the British Medical 
Journal some. fifteen years ago. 4 

As Brig. Edwards (Brit. J. Surg., 1943, 31, 122) so rightly 
emphasizes, a hernia of this type, in which the neck of the 
sac has expanded medially, requires considerably more than 
ligature and removal of the sac at its neck if the cure is to 
be permanent. In Brown's operation, after removal of the 
sac, a spiral strip cut from the sac itself is used for the 
“ hammer ” method of repairing the defect between the internal 
oblique and the recurved edge of the inguinal ligament. The 
length and strength of the material which can be obtained from 


‘such a source are quite remarkable ; and this procedure obviates 


the somewhat tedious business of taking a strip of fascia from 
the thigh. 

As a point in technique I think it is important in those cases 
in which fascia is removed from the thigh that the limb be 
bandaged immediately with a crépe bandage over wool. 
Subsequent haematoma formation, fibrosis, and pain are thus 
minimized.—I am, etc., 


JaMEsS F. RILeEy, 
Surgical Specialist, E.M.S. 


Tuberculous Infection of Nurses 


Sir,—Before the editorial ban falls on this subject, may | 
point out that Dr. L. E. Houghton’s critical letter (Feb. 24, 
p. 274) does not attempt to refute the arguments of my two 
previous letters, which relate specifically to the risks to the 
Mantoux-negative nurse when exposed to infection in tuber- 
culosis wards. I am not concerned with or about Mantoux- 
positive nurses. 

Dr. Houghton admits that the sanatorium nurse is certainly 
infected during her duties, but apparently questions the 
significance of massive infection. If massive infection plays 
no part, then we need no longer take precautions against such 
infections, patients may cough tubercle bacilli over the nurse 
indiscriminately, and other precautions be abandoned. Standard 
teaching on the subject of bacterial infection, however, still 
accepts massive infection as an important factor, in producing 
disease—e.g., Boyd’s Pathology, which states that “ when small 
numbers of micro-organisms enter the body they may be 
destroyed, but if in large numbers they may overwhelm the 
defence, and tuberculosis is a good example.” 

No one would deny the importance of environmental, genetic, 
and immunological factors in the aetiology, but as tuberculosis 
is known to be an infectious disease (Koch, R., 1882) the 
fundamental causal factor must be invasion by the specific 
organism. 

It will be interesting to learn the .result of the survey of 
nurses at Market Drayton and Harefield. It would be even 
better if this survey could extend to other less efficient 
institutions, where, as Dr. T. F. Bostock has told us (Feb. 10, 


p. 198), environmental factors may be far from satisfactory. 
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Unfortunately movements of nurses are frequent, their frequent! 
records may be inadequately kept, and Mantoux-testing is com- respirator 
paratively uncommon ; so that short of a planned survey, which [| to varyin 
will take some years (five or six in Dr. Heaf’s estimate), no | and some 
accurate large-scale information is likely to be forthcoming. ~ 4 ageommo 
It is for these reasons I suggest that the available evidence { infrequen 
on tuberculous infection in general hospital nurses is sufficient. (phlebolit 
to demand the exclusion of Mantoux-negative nurses from all Until 1 
tuberculosis wards, or, alternatively, their immunization— \ standing 
I am, etc., statistical 
Kinmel Hall Hospital, Abergele. W. E. SNELL. Auckland 
Aetiology of Erythema Nodosum ? 
Sirn,—With reference to the article on the actiology of [ Sa.—V 
erythema nodosum by Prof. C. Bruce Perry (Dec. 30, 1944. | : differe 
p. 843) and also your leading article (p. 857), I feel sure that which at 
Prof. Perry would take exception to the comment in the leading | Mary’ 
article, which ventures the opinion that “no one is likely to 7 =a 
go far wrong who regards a case of erythema nodosum as ong 
tuberculous unless it is proved otherwise.” In his conclusions At tories. 
he is most careful to stress the non-specific nature of the yoy 
toxaemia. special ac 
The question naturally arises why there is such a frequent common | 
association between the two conditions. It is also necessary would be 
to clarify the position as regards the basic causes of the various discrimina 
types of rheumatism. If the position is left as it is we would legitimate 
appear to be heading for another “cause and effect” mis- delaying tl 
appreciation which would result in unnecessary anxiety on the ~ schools ar 
part of those who have had the misfortune to inherit a F only It 
pituitary discrinism, with its protean manifestations. time, to p 
When the puling infant,- biophysics, attains maturity we |  doakroc 
shall be required to interpret all clinical phenomena in terms ps ae 
of water, its solutes and suspensoids, and the electrical : 
phenomena induced in them by the omnipresent factor of radia- 
tion. The Auckland Research Group have already endeavoured 
to meet the new situations that will surely arise when the binseenee 
head-on collision eventuates between “electronics” and_ the 
ideas and explanations that have largely come down to us ‘, 
from the Middle Ages. All bodily swellings will come to be f 
regarded as electrical water-colloid effects, which arise out‘ of Sa,—I 
the attraction between negative water molecules and colloid | Dr. D. S. 
structures that have been rendered positive as a result of the | discriminat 
attachment to them of positive toxic molecular entities, It | MB. B.S 
is merely a question as to where the positives come from— | in the firs 
i.e., bacterial or metabolic. The life process will be regarded | me year. 
as a radiational water-colloid effect, with the pituitary neuro- | ¥as limitec 
glandular structure dominating and controlling all enzyme and was the on 
hormone activities. It is pre 
Our thinking and reasoning will be dominated by “cause [ © make al 
and effect” chains much like the following: (1) constitutional ' ¢aminatior 
pituitary “wobble”; (2) dysfunction of the somatotropic | their final 
hormones ; (3) a discrepancy between the size of the thorax perhaps be 
and the lungs; (4) over-stretching of the lungs by the atmo- | # probab 
spheric pressure, and resulting emphysema ; (5) impaired apical ,netlly turn 
air currents and ciliary defence mechanism; (6) pulmonary { ¥@f broke 
tuberculosis. The erythema nodosum chain will also start with: | ' continue 
(i) pituitary discrinism; (2) dysfunction of the hormones land my fe 
controlling metabolism ; (3) a radiation dysfunction and a con- lacompletel 
sequent impairment of the extrinsic renal factor ; (4) impaired and inadeq 
excretion of positives, and a lowered negativity of membranes | ¥* Were re 
with impaired permeability ; (5) dominance of the positive toxic of my time 
factor in local areas; (6) erythema nodosum. We shall also " Green Li 
eventually recognize the dual source of the positives that {"ansfusion 
underlie the blanket term “rheumatism ”—i.e., bacterial and essential fur 
metabolic. tnlire staff 
So it is that the common constitutional pituitary factor may | "0s. Par 
ultimately lead to effects as far apart as tuberculosis and and part in 
erythema nodosum. We feel that statistical investigations that the ger 
should be integrated on a wider base and at a lower level, | 224 more ee 
taking in such ultimate pituitary phenomena as hyperchlorhydria » were, theref. 
and flat feet. Little progress will be madé until it has been {% those mi 
shown that there is a statistical relationship between effects }°@!Pped, ai 
such as melaena and corns. We would also stress the dangers of ignorance 
and sorrows that may arise out of the interpretation of small ".. oy 
s s 


calcified pulmonary nodules revealed by x rays. A dysfunction 


of the growth hormones, and resulting emphysema of moderate f 


grade, is much commoner than is generally realized, and it 
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ee 
tly does not lead to an impairment of the haemo- 
gaseous exchange. It does, however, frequently lead 

“to varying grades of obstruction in the pulmonary circulation, 
and some degree of raised venous pressure, which is adequately 
accommodated by the vein valves. This factor of strain not 


S). » 
ee apecical science has a much wider and deeper under- 
\ standing of causes and effects we would be wise to interpret 
’ statistical comparisons with caution.—I am, etc., 
Auckland Research Group, New. Zealand. W. N. ABBOTT. 
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: 
F Room for Women Students 


of [ Sin,—We the undersigned all received our medical education 
44, | ig different medical schools of London voluntary hospitals 
hat \ which at that time were providing co-education—namely, 
ing | st Mary's, St. George’s, University College, and the London 
to | Hospital. In each hospital special accommodation for women 
as | students was limited to the provision of a cloakroom and 
OMS ylavatories, and in the case of one or two of them a 
the [| common room also. For women resident medical officers no 

special accommodation was provided: bedrooms, sitting-rooms, 


~ 


ent | common rooms, bathrooms, and lavatories were used as they 
ary | would be in a hotel or boarding-house without any sex 
ous | discrimination. It would therefore appear that there is no 
uld | |egitimate reason on the score of lack of accommodation for 


nis- | delaying the entry of women medical students into the medical 
the ~<chools and hospitals which are at present reserved for men 
t @ | only. It should not be an insuperable difficulty, even in war- 
time, to provide a common roonre (if it is thought necessary), 
we a cloakroom, and lavatory accommodation for women medical 
students—We are, etc., 

Doris G. LITHERLAND, M.R.C.S., L.R.C.P. 
dia- Mary MITCHELL, M.R.C.S., L.R.C.P. 





red Dorotuy Howse, M.R.C.S., L.R.C.P. 

the |  gournemouth. PHOEBE WoopwarD, M.B., B.S. 

the 

et Final M.B. of London University 

of Sm—I would like to share in the appeal made by 
oid Dr. D. S. Porter (March 3, p. 310) against the unfortunate 


the | discrimination involved in the new regulation for the London 
it | MB. B.S. Final Examination. I, too, sat for this examination 
in the first year of the war, and entered the Army in the 


ac same year. My failure in the examination, so I was informed, 
iro- | Was limited to the oral part of one subject; .and this indeed 
and { was the only failure in my student career. .. 

It is presumed that the new regulation has been instituted 
,use { © make allowance for the increased difficulties of study and 
sna} | ckamination in wartime. The difficulties of students taking 
opic | their final examinations in the early months of the war have 
yrax | Perhaps been forgotten. My own circumstances at this time 
mo- | #¢ probably typical of those of my contemporaries. I was 


‘ical ‘hastily turned out of my London teaching hospital on the day 
nary (war broke out and sent to an L.C.C. hospital in the area, there 
ith: | continue my studies under unavoidably makeshift conditions. 
land my fellow students were accommodated in small cubicles 


con- | completely divided from one another ; the deficiency of space 
ired {Md inadequate lighting made study almost impossible, yet 
anes | ¥¢ Were required to live on the premises. The greater part 
oxic | cf my time was spent in filling sandbags, transferring patients 


also \s Green Line coaches, assisting in the establishment of a blood 
tansfusion centre, and attempting to carry out the more 
essential functions of the hospital laboratory, from which the 
entire staff had been suddenly transferred under E.M.S. arrange- 
ments. Part of my Final Examination was taken in London 
and part in Manchester. ~Finally, it need hardly be mentioned 
that the general atmosphere at that time was more unsettling 
and more eerie than it has been in the last few years. Conditions 
Were, therefore, thoroughly inimical to the concerted absorption 
of those minutiae with which a candidate is expected to be 
equipped, and it was perhaps more a sign of the times than 
of ignorance that not all of us were able to reproduce in an 
ly and confident manner such facts as we had learned. 
If, as I suspect, the new regulation was instituted from a 
itable motive, then those of us who attempted our Final 
ination in those hectic days, and who have been prevented 
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ydria 
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erate [* 
nd it 


’ infrequently leads to a deposition of calcium at valve sites 


by national service from resitting our examination until many 
years later, may surely expect the privilege to be extended 
to us. After all, it.is not a question of seeking to lower the 
high standard demanded, but merely of being credited with 
those subjects in which we did, in fact, satisfy the examiners.— 


I am, etc., Haroip B. Hewitt, 
Capt., R.A.M.C. 


The Young Married Doctor 

Sir,—I agree most heartily with the letters of “ Married 
Doctor,” “BI,” “Y.M.D.,” and Tom Barns, especially where 
better conditions are likely to produce better work in hospitals, 
as they do in industry. Hospitals should not only give the 
permission to live out, as suggested by Tom Barns, but should 
either provide both living-in and living-out accommodation or 
give a living-out allowance in lieu to cover a reasonable rent, 
including the telephone, and food, fuel, and light. The hospital 
should also have some form of transport to convey the doctor 
to it at a moment's notice, or provide a further allowance in 
lieu if he happens to run a car. 

If priority were necessary in this scheme, senior resident 
medical officers and ex-Service officers should have the prefer- 
ence. At present many doctors find the fight for a decent 
existence detrimental to their primary fight against disease. 
And I think that most young Service doctors, married or 
unmarried, resent this association of celibacy with hospital 
appointments when they turn their thoughts towards the post- 
war period. Have their careers as doctors not been warped 
enough already by the conditions of war? A happily married 
doctor is better than a happily unmarried one who has merely 
resigned himself to an unnatural and prolonged non-marital 
state—or fate. Sacrifice is often necessary in the life of a 
doctor, and if he is true to his calling he never flinches from 
it, but surely marriage is one thing which he should not have 
to sacrifice when he takes the Hippocratic Oath, especially when 
the great Hippocrates taught that disease was due to dis- 
obedience of natural laws. 

It is more than pleasing to see that this subject has come to 
the notice of the medical public, and possibly also to some of 
the non-medical hospital public, by courtesy of your columns. 
—I am, etc., 

N. Ireland. “'Y.M.S.O.” 
Artificial Respiration 

Sirn,—My committee’s attention has been called to several! 
articles appearing in your Journal in connexion with the Eve 
rocking stretcher method of artificial respiration, and they note 
particularly the remarks made by Dr. F. C. Eve in your issue 
of May 1, 1943 (p. 535), as to the inadequacy of the Schifer 
method and the attitude of complacency adopted by the Royal 
Life Saving Society in this matter. My committee ask that 
you will kindly bring the following facts to the notice of 
your readers. 

The Royal Life Saving Society is only too anxious to adopt 
and teach to the multitude any method of artificial respiration 
which can be proved superior to that of Schiffer. The society 
some months ago extended to Dr. Eve an invitation, which 
he accepted, to demonstrate his method before the members 
of the Central Executive and a large gathering of experts on 
artificial respiration, and the doctor was closely questioned upon 
the merits and demerits of his system. As a result of this 
demonstration it would appear that the success of his method 
stands or falls by his own statement that the diaphragm in 
a deeply asphyxiated person remains, owing to loss of muscle 
tone, in a permanently arched position, and he stated that he 
had “ no doubt that the diaphragm would go up several inches.” 
This statement by Dr. Eve was challenged, but he agreed that 
it could be checked by x-ray photographs, which Dr. Eve and 
we have tried to obtain without success. 

After further correspondence, in which Dr. Eve was asked 
for some conclusive proofs of his statement, he has replied in 
writing that he has no proofs at all. If definite proofs could 
be produced, no one would be more pleased than the members 
of the governing body of the society, for they wish it to be 
known that they have a permanent committee appointed to 
survey current expert opinion in relation to new methods of 
resuscitation, with the object of their adoption, if found in 
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any way superior to Schifer. So far nothing has been dis- 
covered to supersede this very well tried and successful method. 


—I am, etc., A.wyn E. Biscoe, 
London, W.1. Chief Secretary, Royal Life Saving Society. 


Erythrocyte Sedimentation Rate in Malaria 

Sir,—Please allow me to make the following brief addendum 
to my letter published on March 10. 

The differentiation of malaria—of the falciparum type—from 
sandfly fever at an early stage is important ; many cases of this 
type of malaria have proceeded to “cerebral malaria” and 
death while being treated for “ sandfly.” The mortality is also 
high in cases of falciparum malaria treated as infective hepatitis, 
unexpected coma giving an indication too late for effective 
interference. Truly a living problem may prove a dead 


certainty.—I am, etc., FRANK MARSH 


Check your References 

Sir,—Dr. C. Langton Hewer (Feb. 17, p. 233) usefully 
discusses the most convenient method of reference to earlier 
papers, but makes no mention of the need for accuracy of actual 
references. 

In writing on commission a comprehensive review of radiological 
progress, I lost much time looking up references because of their 
dnaccuracy. Lawrence in (I believe) his first description of the 
cyclotron in the Physical Review gives due reference to the prior 
work of Wideroe published in the Archiv fiir Elektrotechnik, but his 
reference is incorrect and much time was wasted tracking down the 
original paper. A still more glaring example was about planigraphic 
(tomographic) methods. Andrews in his excellent paper in the 
Amer. J. Roentgen. (1936, 36, 575) refers to the work of Portes and 
Chausse and gives their French patent as No. 541,941 of 1922. 
Reference to this patent at the Patent Office showed other patentees 
of a patent having no relation to radiology. Extensive search failed 
to reveal the Portes patent and, as a consequence, all reference to 
it was deleted. No assistance could be obtained from other authors 
as all gave this patent number, including Grossman (Fort. a.d. Geb. 
d. Roentgenstrahlen), Keiffer (Amer. J. Roentgen. and Radiology), 
and Twining (Brit. J. Radiol.), the inference being that the reference 
was merely copied with its error. After omission further attempt was 
made to track down this much-quoted patent, and, after much time 
in acrobatic feats on the high steps of the Patent Office, it was 
tracked down to a different French patent. 

Having a personal library which comprises journals not otherwise 
available, I have in the past been asked to supply details of refer- 
ences for papers being published. While doing so with pleasure | 
have later been surprised to note the amount of information which 
is presumably obtained from a mere reference only. 

Mention of an earlier publication usually infers first-hand acquain- 
tance, but unfortunately it appears to have become the vogue to 
quote prior papers without actual personal reference as to correct- 
ness, etc. It is, of course, quite possible that circumstances are 
such that a reference is merely quoted for its priority; for example, 
in dealing with the Ziedes des Plantes method of planigraphy, | 
personally gave references to his publications in the Fort. a.d. Geb. 
d. Roentgenstrahlen and Acta Radiologica, journals moderately easy 
of access and personally owned, but for priority reasons gave the 
first publication in a Dutch medical journal not accessible or read 
by myself. My editor, however, even in this. case queried the 
unusual page number of 5218 and would not include it until this 
journal had been located and the page number checked.—I am, etc., 

London, E.7. BERNARD LEGGETT. 

Present Practice of Diphtheria Immunization 

Smr,—In reply to Dr. Evelyn Maclagan’s questions (March 3, 
p. 309) the ages of the positive Schick reactors were: 2 1/12 
(1), 2 3/12 (2), 2 5/12 (1), 2 1/2 (2), 3 (1), 3 1/12 (1), 3 1/4 (), 
3 10/12 (1), 4 (3), 4 1/12 (1), 4 2/12 (1), 4 4/12 (1), 4 1/2 G). 

A Schick test was performed three months after immuni- 
zation, and all were negative. 

No mother produced a certificate stating that the whole pro- 
cedure was satisfactory. (We are issuing one to each mother at 


this nursery.) 

The two children who developed diphtheria (positive cultures) 
were one boy, aged 4, immunized here Jan., 1943, Schick- 
negative, diphtheria July 28, 1943, mild case, returned to 
nursery Sept. 14, 1943 ; another boy, aged 4 4/12, immunized 
at L.C.C. school 1941, Schick-negative, diphtheria Aug. 27, 
1943, mild case, returned to nursery Sept. 14, 1943. 

It is our practice here to carry out a further Schick test after 
two years and re-immunize positive reactors.—I am, etc., 

Battersea Central Mission. J. L. BLONSTEIN. 


‘and Col. W. C. Spackman, I.M.S., V.H.S., has been appointed. 


— s 


The Services 











Col. K. S. Master, M.C., I.M.S., has been appointed H > 
Physician to the King in succession to Col. A. C. Macrae, LM Sire), 


Honorary Surgeon to the King in succession to Major-Gen. R H 
Candy, C.I.E., I.M.S.(ret.). “a 
Temp. Acting Surg. Lieut.-Cmdr. R. N. Martin, R.N.V.R., has¢ The dea’ 


been mentioned in dispatches for courage, endurance, and deter. March 7 


mination in transporting stores, vehicles, and men in L.S.T.s and I 
L.C.T.s and other vessels to the Normandy beaches. was 
Acting Temp. Surg. Capt. W. B. D. Miller, D.S.C., R.N.V.R pe m 
has been mentioned in dispatches for good services in organizing 7? 
the evacuation of casualties from the forefront of the battle during in its do 
the liberation of France and Belgium. ray 
L/Cpl. Henry Eric Harden, R.A.M.C., who, after bringing in to) ‘% 3-M 
safety two badly wounded ‘men, was killed while endowntintan ) second w 
rescue another, has been awarded a posthumous Victoria Cross. raised b 
The following awards have been announced in recognition oj} the Gove 
gallant and distinguished services in Italy: on a N 
D.S.O.—Majors E. H. Anderson and R. W. Boyden, R.CAMC{ vier. D 
M.C.—Capt. J. K. Pugh, R.A.M.C.; Capts. T. C. Hopkins | his profe 
Husson, S. Anand, and S. R. C. Muthuswamy, I.A.M.C.; Capts§ associates 


H. F. Owen and T. Statten, R.C.A.M.C. don hosy 
CASUALTIES IN THE MEDICAL SERVICES a s 


m or, in action in Burma.—Capt. Peter Hamilton Barkey,} becoming 
Previously reported missing, now officially recorded killed in red : 
action.—Major Clarence Alexander Calder, R.A.M.C. . 
Accidentally killed —Lieut.-Col. Maurice Baylis King, MC. wae ogee 
R.A.M.C. thetic at 
Died on active service—Capt. Bernard Alfred Maclean Brown) ‘acher’s 
M.C., R.A.M.C. council | 
Died of wounds.—Capt. Joseph Campbell Swanson, R.A.M.C. greatest t 
Died.—Flight Lieut. Ernest Alexander Wallis, R.A.F.V.R. that, alth 
Wounded.—Temp. Lieut.-Col. R. B. Wright, O.B.E., RAM.C.:1 held mus 
War Subs. Capts. A. R. Elsom and T. M. Rowatt, R.A.M.C. to cautio 
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UNIVERSITY OF CAMBRIDGE him. He 

At a Congregation on March 2 the degrees of M.D. were conferred} likeable n 
on N. H. L. Ridley and of M.B., B.Chir. on G. Hartridge, both by{, any assem 
Proxy. . presence, 
During the month of February titles of the degrees of M.B.} persuasive 
B.Chir. were conferred by diploma on E. M. Davies, M. Farquharson, 
and M. H. Jordan, of Girton College, and on E. M. Kingsley-] Educatiox 
Pillers, of Newnham College. tie 


ROYAL COLLEGE OF PHYSICIANS OF LONDON was the 
Dr. Henry MacCormac, F.R.C.P., will deliver the Lumleian Lectures ray 
in 


on “Prospect and Retrospect” at the College (Pall Mall East, 
S.W.) on Tuesday and Thursday, April 17 and 19, at 4.30 p.m. was born 
rom St. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND entered | 


A cheque for: £100,000 has been received by the President from London, \ 
Sir William Henry Collins for the endowment of the Department{ he was n¢ 
of Anatomy and the institution’ of a Chair of Human and Com} some indic 
parative Anatomy. Last year he gave £100,000 for a Chair off Mr. Rams 
Pathology. Society of 

Médecin-Colonel Merle d’Aubigné, Conseiller , technique al chair, men 
Ministére de la Guerre, and two other French military surgeoms, at hd do 
Major-Commandant Toulemonds and Captain P. Lance, were ndon 
at the Royal College of Surgeons on March 8 and entertained to} SUpper the 
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luncheon. They brought to the meeting of the Council greet their lodgi 
from the President of the Académie de Chirurgie at Paris, rece Were insufi 
a cordial welcome, and took back from the President and Coun@§ that when 
of the College greetings of friendship and an expression Of OPE Palace for 
that it would soon be possible for normal relations between ™|  Bertrang 
two bodies to be resumed. London Hx 

SOCIETY OF APOTHECARIES OF LONDON _— be 
Prof. E. C. Dodds, M.D., F.RS., will deliver a lecture @ took the ) 
“ Ancient Apothecaries and Modern Biochemists ” at Apothecai Hospital th 
Hall, Black Friars Lane, Queen Victoria Street, E.C., on Tues¢ medical re 


March 27, at 4 p.m. Members of the medical profession and sé : 
students are cordially invited. school. H 
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onan VISCOUNT DAWSON OF PENN, 
sinted P.C., G.C.V.0O., K.C.B., K.C.MG. 
R. H President of the British Medical Association 


. has{ The death of Viscount Dawson of Penn, which took place on 
deter} March 7, robs British medicine of one of its most prominent 
s and | personalities. For a third of a century, during four reigns, 

She was a physician to the King. For twenty-five years he 
V.R.f was a member of the House of Lords and took an active part 
nizing} in its debates. For seven years he was President of the Royal 
luring} College of Physicians of London. He was twice President of 
' the B.M.A.—the first time at its Centenary Meeting and the 
In tf cond when the Association was about to face all the problems 
ng ©} ised by the publication of 
the Governnient’s White Paper 

on a National Health Ser- 
ual vice. During the whole of 
kins} his professional career he was 
Capts | associated with a great Lon- 
don hospital and its teaching 
school and the university of 
which the school is a part, 
arkey,} becoming a member of the 
Senate and for a time dean 
ed in€ of the medical faculty. He 
mc} 38 equally wise and sympa- - 
“*t thetic at the bedside, at the - 
teacher’s rostrum, and at the 
council table. Perhaps the 
©. greatest thing about him was 

that, although “the offices he 
M.C.:f held must have inclined him 
to caution and reticence, he 
—— 4, was sympathetic towards for- 
ward movements in the science, 
practice, and organization of 
medicine, and in social affairs, 
and never behindhand in pro- 
claiming the faith that was in 
him. He was also a most 
ferred) likeable man, distinguished in 
any assembly by his attractive 
presence, alert manner, and 
M.B.} persuasive speech. 


igsiey-} Education and Early Career 


Bertrand Edward Dawson 
<i was the son of Henry 
crus Dawson, an architect, of 
Fast,» Purley in Surrey, where he 
n. was born on March 9, 1864. 
From St. Paul’s School he 
D entered University College, 
from} London, where he took his B.Sc. in 1888. A modest man, 
menij he was never willing to talk about his career, but there is 
Com-} some indication that the early years were not without struggle. 
air off Mr. Ramsay MacDonald, at the annual dinner of the Royal 
Society of Medicine in 1929, when Lord Dawson was in the 
eons, chair, mentioned that he and his host had been students together 
ceived 2 London University, and that on occasion after a students’ 
ned 10 
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supper they would tramp at midnight from Gower Street to 
ceting| their lodgings in Holloway because their combined resources 
sceivilg Were insufficient to raise a cab fare. Mr. MacDonald added 
0 that when next he met his fellow student it was in Buckingham 
Palace forty years afterwards. 

Bertrand Dawson’s clinical studies were undertaken at the 
London Hospital. He was an eager student, and eagerness as a 
clinician was indeed characteristic of him all his life. He 
qualified in 1890, and three years later, before he was thirty, 
look the M.D. of London University. It was at the London 
Hospital that he held his first resident post ; later che became 
Medical registrar and lecturer in physiology in the medical 
school. His first appointment as an honorary physician was 


in 
one 


en Us 


uw 


ire s 











at the Royal Hospital for Diseases of the Chest, City Road, 
where he also acted as pathologist. In 1896 he was elected 
assistant physician at “ The London,” lecturing also on elemen- 
tary clinical medicine and materia medica, and in 1906 full 
physician. Long before this his reputation as a consulting 
physician had become thoroughly established, 

During all these years he wrote extensively in medical 
journals, hospital reports, and textbooks. In 1895 he contri- 
buted t6 the Twentieth Century Practice of Medicine a paper 
on diseases of the lymphatic system. Later he wrote in Allchin’s 
Manual of Medicine the articles on diabetes mellitus, diabetes 
insipidus, influehza, rheamatoid arthritis, and the physical 
examination of the stomach and intestines. His special interest 
in medicine at that time was disorders of the alimentary tract. 
The value of x rays in this connexion appealed to him, and 
one of his early papers, given in 1907 to the former Roentgen 
Society and well illustrated, was on the x-ray diagnosis of 
stricture of the oesophagus. Court Physician 


In 1907 he was appointed 
physician-extraordinary to 
Edward VII, and with the 
three physicians-in-ordinary he 
attended that King on his 
deathbed in 1910.° He was 
also made_ physician-extra- 
ordinary to George V, and 
at the same time a Knight 
Commander of the Royal Vic- 
torian Order. In 1914 he 
became physician-in-ordinary. 
Throughout the reign of 
George V, extending over a 
quarter of a century, he was 
not only medical adviser but 
a trusted friend of the King 
and the Royal Family. He 
came most conspicuously be- 
fore the public during the 
King’s illness which began at 
the end of 1928. From the 
issue of the first bulletin on 
Nov. 21 until the thanksgiving 
service for the King’s recovery 
in the following July, he bore 
a load of responsibility such 
as has seldom fallen to a court 
physician. He was assisted by 
a carefully chosen and most 
capable “team,” as he called 
them, to whom he made pub- 
lic acknowledgment, but in 
the eyes of the people it 
was Lord Dawson who had 
“pulled the King through.” 
In January 1936, he was at 
Sandringham during the last 
days of George V, and signed 
the bulletin which announced to the nation that the King’s 
life was drawing peacefully to its close. He became physician- 
in-ordinary again to Edward VIII, to whom as Prince of 
Wales he had been physician since 1923, and after the abdi- 
cation he remained the head of the medical advisers of 
George VI. He was also physician-in-ordinary to Queen Mary. 


War Services 


At the outset of the war of 1914-18 Sir Bertrand Dawson, 
as he then was, held a commission in the R.A.M.C.(T.F.) as 
commandant of the 2nd London General Hospital. Later he 
served as consulting physician to the British Armies in France, 
attained the rank of major-general, and became honorary mem- 
ber of the Army Medical Advisory Board (of which many years 
later, in 1936, he was chairman). Among the clinical subjects 
in which he interested himself during the war were paratyphoid 
fever and jaundice of infective origin. In 1915 he led a special 
investigation into the causes of infective jaundice among the 
troops in France, cases of this nature being collected in a 
special hospital. In an elaborate paper on the subject, which 
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was published in this Journal, Sir Bertrand Dawson, with two 
collaborators, showed that the type of infective jaundice there 
seen was the same in its clinical and pathological features as 
had just been described by Japanese workers as due to the 
presence of a spirochaete in the liver. 

His duties as consulting physician to the British Armies in 
France took him to all the war hospitals, British and American. 
Some years afterwards, in addressing McGill University, the 
first to send a fully equipped hospital to the seat of war, he 
mentioned that that hospital had been in his zone of work, 
and how immensely his visits to it had inspired and cheered 
him. 

The Ministry of Health 


As the war came to an end Sir Bertrand Dawson began to 
call the attention of our profession and the public generally to 
the position of medical services in the approaching period of 
reconstruction. He was a prominent member of a committee 
set up by the British Medical Association to formulate a 
scheme for the establishment of a Ministry of Health. He set 
forth his own proposals under this head in his Cavendish 
Lecture before the West London Medico-Chirurgical Society 


in 1918—a lecture so full of matter that it had to be delivered - 


in two parts, with a week’s interval. The title was “The 
Future of the Medical Profession,” and the main thesis was 
_ that both medical and public opinion had reached the conclu- 
sion that medical services must have some kind of State aid 
and central control, and that for efficient work they needed 
co-ordinated effort which should be directed from specially 
equipped institutions. He urged the foundation of a Ministry 
of Health as the most pressing of current problems. 

In the discussions preceding the introduction of the Bill to 
establish the Ministry it became evident that Sir Bertrand 
Dawson had a firm grasp of principles and a clear view of the 
important and even determining share which medicine must 
take in guiding the Ministry's policy. He was far from being 
merely a fashionable figure with a gilded name: he revealed 
himself as a leader of the profession. In his view the Ministry 
which was in the shaping should be something much bigger 
than a mere amalgamation of the Local Government Board 
and the Insurance Commission. The needs of the nation, he 
declared, required a comprehensive reorganization of the medi- 
cal services, and such reorganization could succeed only if it 
enlisted the confidence and support of the medical profession. 
It must draw to its council, he said, representatives from all 
departments of medicine, both preventive and curative, and 
they must have real power. 

These declarations he followed up in many addresses, inclu- 
ding the presidential address in the Section of State Medicine 
at the Brussels Congress of the Royal Institute of Public Health 
in 1920, and also at Divisional meetings of the British Medical 
Association. It was-no uncommon thing to find him at this 
period attending meetings of Divisions in places like Willesden 
or Stratford and carrying on the discussions until midnight. 


The Consultative Council 


The Bill for the establishment of the Ministry of Health 
went through both Houses of Parliament in 1919. The new 
Ministry took over all the powers and duties of the Local 
Government Board and the Insurance Commission, the powers 
of the Board of Education relating to the health of expectant 
and nursing mothers, and the powers of the Privy Council 
under the Midwives Acts. That was the mere clay; into it 
had to be breathed a living soul. 

One of the first acts of the new Ministry, from which much 
was hoped, was the formation of a Consultative Council on 
Medical and Allied Services, of which Sir Bertrand Dawson 
was chairman and Mr. C. J. Bond of Le‘cester vice-chairman. 
Among its seventeen members were Dr. J. A. Macdonald, then 
Chairman of Council of the B.M.A., Sir Robert Bolam, the 
Chairman-to-be, and Dr. H. Guy Dain, the present Chairman. 
All the interests—clinical teaching and investigation, private- 
and insurance practice, public health, nursing, dental surgery— 
were so far as possible represented. Many meetings were held, 
and eventually, in May. 1920, a scheme for the provision of a 
chain of health services was elaborated in what was described 
as an “interim” report, which was published, said Lord 
Addison, then Minister of Health, “to facilitate discussion of 








ae 
the questions raised in it.”- The scheme was based on but ) 
considerable extension of, one proposed by Dr. Mic i 
Martin, M.O.H. for Gloucestershire. In the roughest outlin 
it was a scheme for basing the domiciliary health services gf 
a district on a primary ‘health centre, a group of these centres * 
being based in turn upon a secondary health centre Situated ip 
a town where consultant service and adequate equipment wer 
available, and such secondary centres again in their turn bei 
brought into relation with a teaching hospital. There me 
many-provisions for supplementary services. 

The establishment of a Consultative Council and its early 
report gave rise to high hopes in many quarters. Sir Bertrand 
Dawson had pleaded that to be a reality such a Council mug 3services 
meet regularly, be empowered to seek information from the | the confe 
heads of Departments, have direct access to the Min’ster, ang | been sive 
have power to initiate advice. The views thus expressed were 
endorsed by the joint committee of the English Royal Colleges, 
the British Medical Association, and the Royal Society of Medi- 
cine. A leading article in the British Medical Journal at the 
time, while welcoming the Council, begged the profession not 
to expect from it the impossible, and to realize that it was 
there to give advice and thereby help to mould sound Policy 
—not there to administer, still less to exercise patronage or 
promote interests. 

The idea that the Council should be a permanent advisory 
body to the Ministry of Health on medical matters was prob- 
ably also in the minds of the Government at the time, but it 
was never carried out. The real achievement of the Council 
was that it was the first body to focus public opinion op 
systematized health services. Since then there has been af 
Royal Commission on National Health Insurance, a Depart 
mental Committee on Scottish Health Services, a Voluntary 
Hospitals Commission, the report of PEP, the proposals 
original and revised, of the British Medical Association for a 
general medical service for the nation, the interim report of 
the Medical Planning Commission set up by the B.M.A., and 
the Government’s White Paper. But in 1920 the ideas now 
familiar, and even stereotyped, were new, and in the hopeful 
mood of the immediate after-war period everything seemed 
possible. Certainly there was a Ministry of Health in White 
hall, and there was a Consultative Council even if it was not 
consulted and even if its report was pigeon-holed ; but, better 
than this, there was a marshalling of ideas on the subject in 
the medical profession, and an effort to secure that the pro- 
fession exercised its proper influence in public affairs. 
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, Elevation to the Peerage 


Whatever the fate of the Consultative Council, its chairman 
was by general assent revealed as a medical statesman. He wasa 
consultant, but his long membership of the Council of the British 
Medical Association, on which he represented the Metro- 
politan Counties Branch for several years, had familiarized} j, 1939 
him with the conditions of general practice. He had also 8] oitenary 
grasp of the problems of medical education. When, therefore, ietons vs 
he was created Baron Dawson of Penn universal pleasure was lose touch 
felt. It was not the first time that a medical man had become}, Council 
a peer, but he was the first to be raised to that dignity while deitman 
still engaged in hospital and private practice and in teaching at the a 
His membership of the House of Lords, the roll of which Be} ¢ yg.4:-in 
subscribed on Feb. 18, 1920, ensured that, irrespective of the London an 
chances of parliamentary election, there would be one man i the innu : 
the legislative councils well qualified to speak for the profession } 45. = 

















and in furtherance of national health. At a complimentaly jy... hog 
dinner given soon afterwards he said that he looked upon the tient 


honour paid him as an invitation from the State to the would ha 

profession to take that bigger share in the national life fromj,,., d ~ 
which it had so far held aloof. Yr 

Lord Dawson soon made his personality felt in the Hous], “ 

of Lords. In 1926, at the invitation of the Parliamentary Medriy, ay . 
cal Committee, he addressed at the House of Commons a I ‘went 
meeting of members of both Houses on the relations of the om + 
medical profession, the General Medical Council, and tit}, SS 
public. In 1935 he served on the House of Lords Select Cont§,,. audi 

mittee which considered the Bill for the registration of osteo = Fie 
paths. “There he showed himself a very effective cross-examiner, y 
There are- amusing passages in that inquiry, including one “The purs: 
which Lord Dawson encouraged one of the leading exponent@{l's prolif 
of osteopathy to describe how he reconstructed the Eustachi lity or: lig 
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all — <a 
but tube by “finger surgery "—placing a finger in the opening of 
the tube in the post-nasal situation. He also got from two 
“= | of the chief witnesses on behalf of the oste: paths the admis- 
7 sion that in disease after disease drugs were necessary. As the 
~ a} medical member of the Select Commitizc it was largely 
nt to his expert and destructive criticism of ihe claims of 
ed i these practitioners that the proposals were rejected; but at 
int in the inquiry he declared that he began to despair 


wel have never been mixed up in an inquiry in which it 


wa has been so difficult to get an answer.” 

In 1929 he was made a Privy Councillor, and in 1936, in 
on the only Birthday Honours List of Edward VIII, his personal 
pare | be to the King’s father were fittingly acknowledged by 
nthe | the conferment of a viscounty—the first time this honour has 

and | been given to a practising medical man. 
eal Presidentship of the R.C.P. 


Medi-} {ord Dawson became a member of the Royal College of 
it the Physicians of London in 1893, and a Fellow ten years later. 
n Not} He was for several years one of its examiners, and he took 
| Wa8¥.n active interest in the College administration. Although 
olicy | hefore 1931 he had not delivered any of its classical orations 
Be OF | of lectures, he was in that year elected President, and re-elected 
, untit he had served for the unusually long period of seven 
ISOFY | years. eS) ; 
prob-! puring his presidency, working in close harmony with the 
but it Royal College of Surgeons and also with the recently consti- 
muni! Fwted College of Obstetricians and Gynaecologists, his 
M OP policy was to foster the influence which these foundations 
a a  cacecias in the domain of State medicine and medical education. 
-Part- | He saw to it that the Fellowship of the College became repre- 
intary | sentative of all specialties. He also constantly expressed his 
Osals, ° jecire that the younger “Fellows should take a more active 
for a part in College affairs ; he placed them on various committees 
rt of and called upon them to take part in the debates in Comitia. 
» and He encouraged the co-ordination of individual scholarships so 
| NOW! that larger purposes of research might be furthered, as, for 
»peful example, the succession of grants to investigate different aspects 
emed of anaemia or of rheumatoid arthritis. Another task of his 
Vhite- | vas to encourage the participation of the College in large 
NOt} co-operative schemes such as the Curriculum Conference and 
tte | the British Postgraduate Medical School. “The promotion 
| of public health,” he said in an address at the Harveian celebra- 
PFO! tion at the College in 1937, “is something with which in days 
past this College has been deeply concerned,” and he claimed 
for it at least an equal part in the developnients that then 
pxemed to lie just ahead. In a word, under his guidance the 
irman | College became something more than a dignified academic 
wasa| body: it began to exercise real leadership in the profession. 


Aetro- The British Medical Association 


arized} in 1932, when the British Medical Association held its 
Iso a ceitenary celebrations in London, Lord Dawson was the 
efore, | obvious choice for President. He had been for many years in 
© Wat Pilose touch with the work of the Association, a member of 
its Council and of important committees. In 1925 he was 
chairman of the Marylebone Division, and in the same year 
ry at the Annual Meeting at Bath he was President of the Section 
r the of Medicine. In all the functions of the centenary week in 
London and Worcester he gave dignity to what was done, and 
the innumerable little speeches which the President had to 
essi08 | deliver were always gracefully turned. He presided over the 
ava ry Dinner at the Albert Hall, when the Prince of Wales, 
afterwards Edward VIII, was the principal guest. No one 
would have supposed, watching Lord Dawson’s spare, active 
during the events of that time, that he was within two 
Hous of the allotted span. His presidential address was 
Medi ted to a distinguished audience in the Queen's Hall. 
ca aS an eloquent survey of medicine—past, present, and 
f i ure—under the title “One Hundred Years and After.” It 
d th marred a little by hurry in delivery, Lord Dawson holding 
Comf” “eW that forty minutes was the limit of the patience of 
hy audience. But it reads well. One passage almost at the 
nis. UY be quoted : 
yne ij “The pursuit of knowledge in the medical sciences not only brings 
onentg¥its prolific of benefit to mankind, maybe by adding to life's 
schiamlity or lightening the burden of suffering, but its very pursuit 
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makes doctors of every nationality and clime into comrades who, 
animated by the same ideals, think and work together—the gold 
of endeavour without the alloy of conflict.” 

In September, 1943, Lord Dawson became our President 
again by a unanimous vote of the Annual General Meeting. 
and he was re-elected last year for a further term of office. 


Other Interests and Activities 


Only a. brief reference can be made to the many other 
activities which occupied Lord Dawson at various times during 
his busy life. He took a leading part in furthering the Govern- 
ment health and fitness campaign, was a prominent member 
of the Medical Advisory Committee of the National Fitness 
Council, and a frequent speaker on this subject at medical and 
lay gatherings. For many years he was consulting physician 
to the Ministry of Pensions, the King Edward VII Sanatorium 
at Midhurst, and the Lambeth (L.C.C.) Hospital Clinic for 
Heart Surgery. In 1931 he became a membef of the Medical 
Research Council... Among his other interests were the London 
Provident Hospital Scheme and the People’s League of Health, 
whose campaigns for safe milk and other public health objects 
he supported. 

Lord Dawson's public utterances, to the preparation of which 
he always gave fastidious care, had a fresh and often a chal- 
lenging quality. Some of them showed remarkable courage, 
such as his choice of the Church Congress platform in 1921 
to give his views on birth control, then much to the fore in 
the public mind, und.on sex relationships in general. His 
address, in which he did not hesitate to criticize the Lambeth 
Conference for its attitude, aroused widespread interest and 
controversy and was afterwards reprinted as a corrective to 
the rather misleading press reports published at the time 
He held the view, which he expressed many years later at a 
medical gathering, that changing habits é6f thought, perhaps 
involving changes of social habit, do not necessarily indicate, 
as many religious people are inclined to suppose, a deteri 
oration of the race. He was himself a loyal Churchman. 
but he wanted the Church of England to be more liberal in 
spirit. 

In 1922-3 he was President of the Medical Society of 
London, and in his presidential address, which covered many 
subjects, he touched on psycho-analysis, a subject then relatively 
unfamiliar even to many in the medical profession. His criti- 
cism was not so much of its conception as of the method of 
its presentation and handling. A subject on which he often 
spoke was professional secrecy. In an address to the Medico- 
Legal Society many years ago he declared that public opinion 
was emphatically in favour of some measure of privilege for 
the doctor, though he admitted that when once the principle 
of such privilege had been conceded the difficulties of defini- 
tion would be very great. On the questions raised by the 
Bourne trial in 1938, which turned upon the right of a 
medical man to bring about an abortion in the case of 
a young girl pregnant as the result of rape, Lord Dawson had 
very decided views, which he expounded at the annual dinner 
of the Medico-Legal Society in the presence of the judge who 
had presided at the trial. 

Lord Dawson was honoured by many universities and other 
bodies both at home and abroad. In 1925 he received the 
Sc.D. of the University of Pennsylvania, and, on the same 
American visit, the LL.D. of McGill. In 1926 the D.C.L. 
of Oxford was conferred upon him, and in 1927, on the occa- 
sion .f the Annual Meeting of the British Medical Association, 
the LL.D. of Edinburgh. The Royal College of Surgeons of 
England elected him an Honorary Fellow in 1932. 

He married, in 1900, the daughter of Sir Alfred Yarrow, 
founder of the great shipbuilding business at Glasgow. The 
help which Lady Dawson gave to him during their long married 
life was often publicly acknowledged. During his first presi- 
dency of the British Medical Association, when some compli- 
ment was paid to her, he said that “if any of us honestly looks 
back on his career he will find it difficult to estimate what a 
large part of his success is due to his wife, and how little he 
could have achieved without her. . . . We cannot be too grate- 
ful for the gentle autocracy under which we live.” Lord and 
Lady Dawson had three daughters. Their country home was 
for many years Dell Cottage at Penn, from which Buckingham- 
shire village he took his title. 
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Dr. H. Guy Dain, Chairman of Council, writes: 


The British Medical Association mourns the loss of its so 
distinguished President, Lord Dawson of Penn. Rarely are 
the qualities of a sound physician and a great statesman to 
be found in the same person. These qualities, displayed in 
Lord Dawson, were combined with a gentleness of spirit and 
a kindness of heart which made him a great gentleman. He 
took the keenest interest in the development of medicine and 
of medical services, and his breadth of vision and statesmanship 
did much to advance both. Typical of his devotion to our 
profession was his acceptance of the Presidency of the British 
Medical Association two years ago, at a time when he might 
properly be passing responsibility to others. This he did 
because he felt he should place his help and experience 
at our service in these critical days. By his death not only 
_ the Association but the whole profession loses its acknowledged 

leader. 


Sir ARTHUR S. MACNALTY writes: 


It is difficult to realize that Lord Dawson is dead. With his 
erect figure, his quick step, and his energetic speech he seemed the 
embodiment of eternal youth. He resembled Cicero in liking young 
men; he helped and encouraged them in their carears and readily 
became young with them. Many a physician of to-day owes his 
first steps on the ladder of success to the helping hand Lord Dawson 
extended to him. In my own case, when I was a candidate for the 
medical registrarship at the London Hospital, he invited me to a 
dinner-party of leaders of the medical profession at his own house 
in order to tell me that I had secured the appointment. Young 
men appreciate such rare consideration. At the London Hospital 
he gave me charge of his beds sometimes when he was absent, and 
often asked me to see interesting cases with him. He delighted in 
discussing new advances in medicine. In the last war he offered 


to take me to France with him, but the War Office and the Local . 


Government Board would not release me from work in connexion 
with epidemics and inspections of camps and hospitals -in_ this 
country. 5 

Lord Dawson had the mind of a statesman. Not only did he 
maintain and advance the interests of the medical profession as 
President of the Royal College of Physicians, President of the British 
Medical Association, and acting chairman of the governing body of 
the British Postgraduate Medical School, but he worked incessantly 
for national health and the improvement of social] conditions. He was 
im the councils of the Ministry of Health from its inception. The 
Interim Report of the Consultative Council for Medical and Allied 
Services, of which he was chairman, reveals his far-seeing and able 
gifts. This plan is the parent of all regional schemes of health 
services. It represented an honest and wise attempt to reconcile 
conflicting medical interests for the benefit of the public. It is 
regrettable that medital and public opinion were not at the time 
sufficiently enlightened to give adequate consideration to this report. 
We are still labouring at the problem which he would have helped 
to solve in 1920. 

When I became Chief Medical Officer of the Ministry of Health 
he helped me in countless ways throughout my tenure of office. 
He was a member of the Medical Advisory Committee to the 
Minister, where his advice was of the utmost value, and we had 
the benefit of his knowledge of men and affairs in dealing with many 
health problems. His high standards of public duty and service 
persisted to the end. He told me last year that he was tired, but 
nevertheless felt that he must not refuse the invitation to be President 
of the British Medical Association at this critical time. He had a 
keen sense of humour, which often stood him in good stead. Once, 
when I expressed the hope that he was writing his reminiscences, he 
said: “Oh, no! I would have to leave the best things out. I 
could never dare to tell them.” He was essentially human, a lead- 
ing and vivid figure in British medicine. ‘‘ He walked with Kings 
nor lost the common touch.” 


Dr. HENRY ROBINSON writes: 


May one who, as a general practitioner, many times met Lord 
Dawson in consultation testify briefly to his clinical wisdom and 
not less to his tact and sympathetic handling of sick people and 
their relatives? Apart from his great gifts as a physician, I have 
known his diagnosis (on a surgical case) to be right when that of 
one of his surgical colleagues was wrong; and I have known him 
furnish a most excellent opinion on a gynaecological case, once at 
least. But he impressed me most, perhaps, some thirty or more 
years ago when I called him to see an old gentleman of 78 years 
who had survived an old-fashioned lobar pneumonia first of the 
right lung and then of the left. Thereafter he started to have daily 
rigors with pyrexia up to 105°, and I withdrew two or three ounces 
of turbid fluid from his left pleural sac; this was reported to con- 
tain virulent streptococci. It was at this stage that Sir Bertrand 
Dawson, as he then was, came to my help. I remember well how 


—e 
he sat-on the edge of the bath (for the bathroom was 
where we could confer privately) swinging his legs off the eae 
and saying in that extremely pleasing voice of his: “ [| don’t kn 
why, but I have a feeling that this man is going to recover. la - | 
that to operate on him would be just to kill him; I advise ey | 
trust to Nature, and I think he will get well.” And get well the? 
old gentleman did, dying of old age several years later. j 
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We regret to announce the death on Feb. 24 of Fran 
Greeves, JP., L.R.CP., LRCSL, at Larkhill, Blackbee 
Born in Galway in 1870, he received his medical education, 
in Dublin, qualifying in 1892 and winning the silver medals. th 
in medicine and surgery. After a period as resident at Jervis. ie 
Street Hospital he came to England, and in 1895 took po ¢ 
the practice of Dr. Bastable at Larkhill, where he lived and ls 
practised all his life. His activities were many and vaniey | tific aut 
both medical and social. He took a lively interest in medica] the a 
politics, and on the formation of the Insurance Committee Medica 
was elected as representative of the practitioners, remaining a —), 
member until his death. He was chairman of the Local Medi- 
cal _ Panel aoe Same YY inception, and for 
years its representative at the Panel Conferences ; he al | 
as chairman of the Blackburn Division of the BMA. duriee tion fio 
the last war. Dr. Greeves took an active interest in Loe fo fac 
politics, and was elected to the Blackburn. Town Council jp tone fac 
1900. He was soon chosen chairman of the Public Health oa, 
Committee, and held the position for twenty years. In 1996 . : 
he became a borough magistrate and in 1912 a barrister of — 
Gray’s Inn. He was the first chairman of the Maternity and rs 
Child Welfare Committee. In 1903 he was made a member of one Du 
the Library Committee, in 1915 vice-chairman, and in 1927 Get flou 
chairman. His colleagues showed their appreciation of his incidene 
services when his portrait in oils was unveiled in the Art : C 
Gallery in 1935—King George's Jubilee. In 1922 he was| ‘arin F 
elected an alderman and became mayor of the borough in wedical 
1938—a smgularly ‘popular election. _ In spite of a crowded Medical 
and many-sided life Dr. Greeves had a number of hobbies, ; | 
included in which were a love of music, drama, art, and by ese, 
reading. His record of service is most impressive. He by 85% 
was respected and loved by all—a truly good and great vit coy 
man.—F. W. 7. ancestors 


Dr. BENJAMIN ARTHUR RICHMOND died on Feb. 26, in his} wits pet 
75th year, at Trefriw, Caenarvonshire. He had a distinguished 5¥ere wai 
student career at Guy’s, taking the B.Sc.Lond. with honours,| their cov 
and the gold medal in the M.D. examination. Dr. Alfred} Lord . 
Salter, a fellow student, had begun practice in Bermondsey millers t 
with the intention of giving what was a medically neglected} Wheat. | 
area a good medical service, and Richmond joined him, and/ More wi 
the practice quickly grew to one of six partners. The status} Warter s 
of these partners may be gauged by the fact that Dr. Salter} The addi 
has long been M.P. for the Division, and both he and Richmond} Lord F 
were made J.P.s of the County of London. Richmond took >the extra 
a very active part in the National Health Insurance struggle} ¥aS not | 
and became the first whole-time secretary of the London Panel | digestible 
Committee in 1916. In 1920 he was appointed Regional Medi-{ ‘ain of h 
cal Officer to the Ministry of Health and served successively | patients s 
in the South-Eastern area and in Birmingham. Dr. pointed | Dai 

and’ 
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joined the B.M.A. in 1912, resigned when he was appointed to | @ssurance 
the Ministry, but re-joined in 1925. He served on the Ex re qui 


tive Committees of the Camberwell and the Woolwich surpr 
Lewisham Divisions of the B.M.A. ~e aides 
e same 


Dr. EpwarD McCuLLOcH died in Plymouth at the’ age of} the Minis 
68 on March 4. Graduating M.B., Ch.B. of Edinburgh Uni-} allocation 
versity in 1898 he came to Devonport as house-surgeon at No comp 
Royal Albert Hospital ; subsequently he entered general prac-} had said | 
tice and continued as hon. radiologist to the hospital. Was $0 ca 
was keenly interested in medical and social politics, being @/ forecast, | 
member of both the Panel and Insurance Committees from} stisfactor 
their inception. He took an active part in the formation of) then doct: 
the Protection of Practices Scheme and the Local Medical Watf eases did 
Committee, acting as hon. secretary. He was also acting hon. authority 
secretary of the Plymouth Division, B.M.A. Both of thes} and fourt 
onerous positions he had to relinquish when in the spring of Anaemia 
1941 he sustained injuries during an air raid in which his hous} effect of | 
was demolished. He never completely recovered from Was less 
effects of this accident. Dr. McCulloch was a past presidemt} purgative , 
of the Plymouth Medical Society and in the last war he Wa} general , 
consulting radiologist to the E.E.F. His death is deepl\tion rate | 
regretted by his colleagues, who extend their sincere sympathy tute for } 
to his widow and two daughters.—G. D. wheat off: 


The following well-known medical men have died abroad: ree oeren 
Dr. Maurice LAMM Batt, professor of paediatrics at the Univ “ ge 









of Illinois College of Medicine, aged 65; Dr. CHARLES Lanapo ao 
Gipson, emeritus professor of surgery at Cornell University Medic e — 
College, aged 80. reduction 
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The Flour in the Loaf 


[ a Teviot in the House of Lords on Feb. 28 asked why 
| the extraction rate of wheat had been reduced below the 
S Jou standard of 1942. He. moved that this standard should be 
‘kburn. ; regarded as the minimum compatible with the health of the 
ication} people and should be restored. He recalled that before the 
| war the extraction had been 70 to 72% and that in March, 
Jervis. | 4942, it had been raised from 75% to 85%. Were the millers 
k over Pgoing hack to the pre-war extraction? All medical and scien- 
od and | tific authorities were anxious at the reduction from 85%. Had 
varied, | the Ministry of Health, the Special Diets Committee of the 
nedical | Medical Research Council, and the Scientific Advisory Com- 
mittee | mittee on Food Policy, set up by the Ministry of Health in 
ning a; (940, been consulted? Lord Horder was the medical adviser 
of the Ministry of Food. Had he been consulted? It had 
many | been found that wholemeal or high-extraction flours were of 
Served | more nutritive value when tested on animals than 70% extrac- 
7 tion flour, even when that was fortified by the addition of 
i | food factors removed in the milling of white flour. There were 
neil im’ eleven such factors, but it had only been possible to manu- 
Health } facture three of them to fortify the white loaf. There were 
n 1906} aiso unidentified factors and trace elements. It was ridiculous 
ster of | to claim that the addition of three factors would make white 
ty and! gour as nutritious as 85% flour. He disputed the assertion 
ber of | that Dublin experience showed that high-percentage* extrac- 
1 1927 | tion flour caused rickets. There had been no records of the 
of his~ incidence of rickets in Irish cities before the period in ques- 
1¢ Art! tion. Cod-liver oil and halibut-liver oil had been unobtain- 
le hin able in Eire when high-extraction flour was in use. Dr. Sanders, 
ugh iM} medical officer for Cork, had pointed that out. Tests by the 
owe Medical Research Council had shown that the maximum nutri- 
ODDIES, / tive value of wheat with the minimum of bran was secured 
t, “ by 85% extraction. White bread of 70% extraction enabled 
* HE) a person to take in daily 150 to 200 international units- of 
great} vitamin B. Each person should take in 600 units daily. Our 
ancestors, eating wholemeal bread, took in about 900 to 1,000 
in his} units per diem. The plea was advanced that the wheat offals 
uished Swere wanted to produce more milk, but farmers did not give 
ynours, their cows wheat offals. 
Alfred} Lord Appison said it was exceedingly profitable to the 
ondsey | millers to increase the percentage of offals taken out of the 
glected | Wheat. White flour nearly composed of starch would absorb 
n, and} More water and the number of loaves produced from a 
status | Quarter sack of flour could be raised from 92 or 96 to 102. 
Salter | The addition was water, charged at 2d. a Ib. 
nmond} Lord HorDeER pointed out that Lord Woolton, before raising 
i took pthe extraction rate by 10%, had received assurances that he 
ruggle } ¥as not compelling the people to eat a bread which was not 
Panel | digestible. In giving those assurances Lord Horder and cer- 
Medi- ; ‘ain of his colleagues bore in mind the disturbed digestion of 
ssively | patients suffering from ulceration of the stomach or the bowels. 
mond | Prof. Davidson and his colleagues in Edinburgh confirmed that 
and fot 
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nie assurance. Some cases of ulceration of the stomach healed 
h 


re quickly under the national wheat-meal bread. That was 
surprising, seeing that the healing of ulcers of that type 
was aided by a rise in the general nutrition of the patient. 
The Same experience was seen in the feeding of infants, and 
the Minister of Food therefore stopped, 18 months ago, the 
allocation of white flour for the manufacture of infants’ food. 
No complaints followed the action. On March 11, 1942, he 
said that no other step which the Government could take 
was so calculated as this to raise the level of nutrition. That 
forecast, after three years’ experience, proved correct. If the 
satisfactory health of the country was not mainly due to this, 
doctors did not know to what it was due. Deficiency dis- 
tases did not really exist in this country. An American 
authority came here to study deficiency diseases in the third 
and fourth years of the war, but found no clinical material. 
ia had greatly decreased in incidence. A more general 
effect of the national wholemeal bread was that the country 
was less constipated, and the harmful habit of swallowing 
purgative drugs had been reduced. Facts like these had become 
general knowledge. Therefore people asked why the extrac- 
lion rate had been reduced. Prof. Kay, of the National Insti- 
tute for Research in Dairying, declared that the vitamins of 
t offals were wasted on the cows. Recent researches at 
the Cereals Research Station at St. Albans had given new 
; OWledge of the intimate composition of the wheat grain. 
G research would affect the technique of milling, but the 
overnment had been too hasty in “cashing in” by lowerin 
the extraction rate by 24% in October, with a second 2$% 
teduction in January. 

































Lord Geppes said it paid the miller to have people eating 
white bread because they had to eat so much more to get the 
feeling of nutrition which they had from eating brown bread. 
Every medical man would agree that 85% extraction had made 
for health and for resistance to disease. 

Lord HANKEY said the Government had been warned for 
years by their own experts, by the Medical Research Council. 
and by international experts that ordinary white bread was 
extremely deficient in nutritional content. Successive Govern- 
ments neglected that warning and brought the nation to the 
first stages of degeneracy. Advertisements in newspapers of 
proprietary medicine, and especially of aperients, fell away 
after the change in the extraction of flour was made in 1942 
Now a powerful move toward what Sir Edward Mellanby 
had called “ the meretricious attractions of the old white bread * 
was being made even before the shipping situation had eased 
He ‘asked whether experts had been consulted ; it was evident 
that Lord Horder was not. 

Lord Horper, replying to an intervention by Lord Woolton, 
said he was a member, of the Nutrition Committee of the 
Ministry of Health and the Ministry of Food. Lord HANKey 
asked whether that joint committee had been consulted, o1 
the Chief Medical Officer of the Ministry of Health, or the 
Medical Research Council, or the Scientific Adviser to the 
Ministry of Food, or the Scientific Advisory Committee. If 
they were consulted, did they consider the new policy provided 
the best bread in the interests of public health? Lord BLEDISLOE 
said millers produced what the public demanded. He suggested 
an experiment between three adjoining villages—one fed on 
bread of the 72% extraction flour which prevailed before 
the war, one on bread of 80% extraction; and one on bread of 
85% extraction. 


Lorp WooLTon EXPLAINS 


Lord Wooton said that the Minister of Health had been 
consulted. The Chief Medical Adviser to the Ministry of 
Health and the Scientific Adviser to the Ministry of Food had 
been consulted. The Secretary of the Medical Research 
Council had been brought into the discussion. So far as 
Lord .Woolton knew there had been no consultation of the 
Scientific Advisory Committee nor of the Special Diets Com- 
mittee of the Medical Research Council. That last committee 
was set up to advise on food requirements of persons suffer- 
ing from specific diseases, so there was no point in calling 
them into consultation on this issue. The millers had also 
not been consulted. It was not proper to ask a Minister what 
had been the advice of this or that adviser. Therefore he did 
not answer the question. Ministers must not shelter behind 
the advice they received. The decision had been taken when 
he was still Minister of Food. He took it on seeing a demon- 
stration at St. Albans that, by separating the scutellum of the 
wheat germ and bringing it into the flour, the same amount of 
vitamin B could be secured with a lower rate of extraction. 
This was tried on a commercial scale, and it was shown that 


the resulting flour was as rich in vitamin B as before, save 


for 0.08%, but with less bran left in the flour. Bran was not 
good for the human stomach. The opinion of the scientific 
people who had been his advisers during the war was that 
the reduction could safely be made to 824%. Since then it had 
been suggested that the Government could go lower. It was 
trying that experiment out. The Government wished to pre- 
serve the quality of the flour, not a percentage of extraction 
rate. He would give an undertaking that it would preserve the 
quality of the flour. He believed that as a result of war experi- 
ence the country would demand high-quality. bread. 

The EaRL OF PoRTSMOUTH said he was not prepared to say 
the removal of bran from bread was good. Constipation was 
the national curse, and. he noticed that “ bemax,” which was 
almost unobtainable two years ago, was coming on the market 
again. This product was largely the result of removing the 
most valuable constituents from: the wheat berry before it was 
made into white bread. These were then sold as a tonic at 
about 100 times the price they would have cost if left in the 
loaf. Lord BaLFour OF BuRLEIGH feared that in the reduc- 
tion from 824% to 80% there was lost an undue proportion 
of the iron. Since the change was first made to high extrac- 
tion there had been a remarkable improvement in health. The 
common factor was that everyone ate bread, which was pre- 
sumption that bread was a predisposing cause of the improve- 
ment. There had been a striking decrease in deaths of infants 
under 1 month, a great reduction in deaths due to appendi- 
citis, a reduction in deaths due to inflammation of the gall- 
bladder, a great reduction in deaths due to exophthalmic goitre, 
a reduction in diabetes mellitus, an enormous improvement in 
the death rate of children aged 5, and a substantial decrease in 
mortality associated with pregnancy. There was evidence of 
a‘ diminished amount of anaemia. 
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Lord Tevior asked for an assurance that the present extrac- 
tion was not below 80%. Lord CRaNsBorNE replied that if 
imported flour was added the mixture might be below 80%, 
but not in any other case. Lord Tevior said he was far from 
happy at the position, but he withdrew his motion. 


Committee on Homeless Children 

The terms of reference of the Committee on the Care of 
Homeless Children, the members of which were announced in 
these columns on March 10 (p. 351), are as follows: 

“To inquire into existing methods of providing for children 
who from loss of parents or from any cause whatever are 
deprived of a aett home life with their own parents or rela- 
tives ; and to consider what further measures should be taken 
to ensure that these children are broughf up under conditions 
best calculated to compensate them for the lack of parental 
care.” 

Doctors in the Army 

Sir James GRIGG said on Feb. 27 that the shortage of doc- 
tors, and especially of surgical specialists, was so acute in the 
Army that it was usually impossible to release any unless 
replacements were immediately available. 


Achievements of British Science in War 


Mr. SALT asked on March 1, in view of the fact that no 
reports had been issued by the Medical or Agricultural Research 
Councils for the past five years, what steps were being taken 
to issue reports as soon as possible dealing with such of their 
activities during the war as could be published without security 
objection. Mr. ATTLEE replied that it“ had been necessary, 
‘ owing to war conditions, to suspend publication of reports not 
of direct importance to the war effort, including these annual 
reports. A large number of notable reports had.been issued 
by these bodies during the war. Other reports would be pub- 
lished as“soon as security and other considerations permitted. 
The form of such publication was now being reviewed. 

In a previous reply Mr. Attlee told Mr. Salt that an archivist 
had been appointed to prepare for publication records of the 
achievements of British science during the war. 

Research by Water Undertakings 

On March 6 Mr. Price asked the Minister of Health what 
was the present estimated expenditure on scientific research 
by water undertakings in Great Britain ; whether they made any 
contribution to the Water Pollution Research Laboratory ; what 
research stations of their own were maintained ; and whether 
he anticipated that such research work would be increased 
under the provisions of the Water Bill now before the House. 
Mr. WILLINK said that he had no detailed information on the 
subject of the first part of the question; the answer to the 
second part was “ No.” With regard to the third part, a num- 
ber of the larger undertakings had laboratories where they 
carried out experiments in connexion with local water supply 
difficulties, the cost of which was included in the general 
expenses of carrying on the undertaking. As to the last part 
of the question, section 77 of the Third Schedule of the Water 
Bill would, when applied to a water company, enable it to 
make contributions for furthering research where it had not 
that power at present. 


Scottish Hospital Patients Treated under E.M.S. 

On March 6 Mr. Hueparp asked the Secretary of State for 
Scotland how many cases had now been transferred from the 
list of Scottish voluntary hospitals and treated under the 
Emergency Hospital Scheme; and what were the financial 
arrangements with the voluntary hospitals for treatment of such 
cases. 

Mr. JOHNSTON: Under a scheme which I arranged with the 
Scottish Branch of the British Hospitals Association in January, 
1943, 32,250 patients from the waiting lists of voluntary hos- 
pitals in Scotland have been treated in Emergency Hospitals 
set up ‘by the Department of Health for Scotland. For this 
service an overall charge of 30s. per case, irrespective of the 
length of stay, is made against the voluntary hospital. The 
scheme has had a considerable effect in reducing the waiting 
lists and has been of immense benefit to thousands of patients. 


Sick Persons in Channel Islands.—In answer to Capt. Gammons 
on March 1 Mr. Hersert Morrison said it was not the policy of 
the Government to evacuate any of the able-bodied civilian popula- 
tion of the Channel Islands. Negotiations were in progress through 
the International Red Cross Committee for the evacuation of sick 
persons who could not be given in the islands the medical attention 
which their condition demanded. It was contemplated that a 
neutral medical commissién should proceed to the islands, as soon 
as the necessary arrangements had n made, for the purpose of 
sopeies those persons whose. removal was imperative on medical 
grounds 
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Medical Services in Jamaica—-Mr. RiLey on Feb. 28 sy The fo 
that Col. Stanley should investigate the dissatisfaction in Jamaig§ tion at ¢ 
with the Government’s medical services. He said at least th Wednesd: 
medical officers had resigned from the service during the past Ha 
from dissatisfaction with its administration. Col. STANLEY said th Nose Act 
while in Jamaica he had received representatives of the local brana > (= 
of the British Medical Association, who expressed dissatisfaction oy Rcageey 
some points affecting the medical service. He had informed then: have not 
that such matters were now the concern of the new Executive secretary 
and Legislature in Jamaica. He was therefore not prepared to inte.) Road, Le 
vene on the question of an inquiry into the causes of any receg} —— 
resignations from the medical service. -. 

Notes in Brief 

Legislation to amend the Housing (Rural Workers) Acts is to & 
introduced shortly, and in any case before the end of the session. in Engla 

Double summer time will begin on April 2 and continue if than last 
July 15. It is hoped that no extension will be necessary before tha} for scarl 
date, and that it may be possible to revert to Greenwich mean tip Lancashi 
on Oct. 7. ‘a fe 

Col. Stanley has approved in principle proposals from th — 
Governor of the Seychelles for a reorganization of the Colony\ The n 
health services and improvements to the hospital. four wee 

Sir James Grigg stated on Feb. 28 that efforts had been made Sussex, | 
establish in camps in Germany for prisoners of war substantigg MB. 13. 
reserves of medical supplies and comforts, in preparation for thf 38, Lond 
mass movement of prisoners from the perimeter toward the centraf Devonshi 
districts. sex 11. 
seamed re al ea — pubeineinniaieealtnenddaidiaenetieennioie ee In Sco 
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The Harveian Society of London announces that the Director burgh 31 
General of the Army Medical Services, Sir Alexander Hood, K.C In Eire 
will deliver the Harveian Lecture on “ Total Medicine” at the totals 
Royal College of Surgeons of England (Lincoln's Inn Fields, W.C) measles 3 
on Monday, May 28, at 3.30 p.m. en 

The annual meeting of the Association of Surgeons of Gre oh a 
Britain and Ireland (45, Lincoln’s Inn Fields, W.C.2) will be heli 99 cases. 
at the Royal College of Surgeons of England, Lincoln’s Inn Fields In Nor 
W.C., on Wednesday and Thursday, May 2 and 3. The provisiona§ fai) and 
programme is as follows: May 2, morning, business meeting an 
discussion on “ The Education of the Surgeon,”’ to be opened by 
Prof. Ernest Finch, Prof. J. R. Learmonth, Prof. John Kirk, Prof The nc 
W. G. Barnard, and Major-Gen. W. H. Ogilvie; afternoon, sho reached t 
papers; evening, annual dinner at the Connaught Rooms. May 3 this disea 
morning, discussion on “ Carcinoma of the Recto-sigmoid,” to be the two p 
opened by Mr. R. Scott Mason, Dr. Cuthbert Dukes, and Mr. 0. V 1943 and 
Lloyd-Davies ; afternoon, operating sessions. A full programme wil dence is n 
be issued in April. level is: n 

There is a great deal of concern about the proposed closing dows portions. 
of the wartime nurseries. In response to requests from mothers allf cult to de 
over London, the London Women’s Parliament (24, High Holbomg because t 
W.C.1) is calling a conference on “ Nurseries—A Social Service} normal lit 
at B.M.A. House, Tavistock Square, on Sunday, March 18, at 3 p.mj tions 20 | 
At the conference women for whom nursery provision has becom@ the descri 
a necessity will be able to express their views. With nursery staff cally or : 
trade unionists, borough councillors, welfare workers, and reprej increase | 
sentatives from women’s organizations they will work out a plan of notificatio 
action to ensure the continuation of nurseries after the war. Wests 
speakers will include a medical officer of health, a matron super, ay 
visor of nurseries, and a mother. ty 

At a meeting of the Medico-Legal Society at 26, Portland Place 
W., on Thursday, March 22, at 5 p.m., Mr. Donald C. Norris The reg 
read a paper on “ Medico-Legal Examinations and Reports.” i 

The sixty-fifth annual meeting of the Mental After-Care Assodit] iirq. ~y 
tion will be held at Burlington House, Piccadilly, W., on, Frida} total of 4 
March 23, at 2.45 p.m. under the presidency of H.R.H. Princes$ mum. De 
Arthur of Connaught. Col. Y. Kneeland, U.S. Army, Brig. G. W.B} of this ye: 
James, M.D., and Col. Henry Yellowlees, M:D., chairman of 0% », corres 
association, will speak. All interested are invited to attend. t ris 

A meeting of the Clinical Society of the Royal Eye Hospital wi§ Yorks Ws 
be held at the hospital, St. George’s Circus, Southwark, S.E.1, @ London 3: 
Friday, March 23, at 5 p.m., when a talk will be given by Mr. P. 

Moffatt, F.R.C.S., entitled “ A Critical Survey of Orthoptics.’ 

A meeting of the Medical Society for the Study of Vener am 
Diseases will be held at 11, Chandos Street, W., on Satur cles e 
March 24, at 2.30 p.m., when Surg. Capt. T. R. Lloyd-Jones, R Scatt 
and Surg. Cmdr. F. G.. Maitland, R.N., will open a discussion 
“Earl? Syphilitic Infection treated with Arsenotherapy The 
Penicillin.” Easlan - 

Mr. W. K. Fitch, editor of the Pharmaceutical Journal, will cough | “ 
a lecture on “ Pharmacists with the B.L.A.” before the P 95, ceret 
ceutical Society of Great Britain, 17, Bloomsbury Square, wc. typhoid 13 


Tuesday, March 20, at 7 p.m. 
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The following films will be shown by the Scientific Film Associa- 
tion at the Royal Society of Medicine, 1, Wimpole Street, W., on 
Wednesday, March 28, at 5.30 p.m., and again at 8 p.m.: “ The 

Has It”; “ The Action of Cilia and the Effect of Drugs on 
tid ‘thai heir Activity *; “ Open Drop Ether”; “ Unwanted Guests”; and 
brand? «conquest of a Germ.” Admission by ticket only, and those who 
+, on have not already done so should apply immediately to the honorary 

then of the medical committee, Dr. S. J. Reynolds, 14, Hopton 
coundll Reed, London, S.W.16. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


in England and Wales measles notifications were 4,049 higher 
than last week, and those for dysentery 36 higher. The total 
for scarlet fever rose by 47 cases, and for diphtheria by 30— 
Lancashire reporting a rise of 36. The incidence of acute pneu- 
monia fell by 88 cases. 


it th 
ist ve 


ol Mi §=6The notifications of dysentery were the largest for twenty- 
OlONYE four weeks. The only fresh outbreaks of any size were in 
nade gy SUSSEX, East Grinstead U.D. 20, and Berkshire, Maidenhead 


stanti#y MB. 13. The largest of the other returns were in Lancashire 
# 38, London 34, Essex 25, Surrey 24, Yorks West Riding 21, 
central Devonshire 19, Glamorganshire 15, Gloucestershire 14, Middle- 
sex 11. , 

In Scotland measles notifications rose by 32 cases, and scarlet 
fever by 31, but there were 38 fewer cases of acute primary 
pneumonia. Seven more cases of diphtheria were recorded 
than Jast week, two-fifths of the total being notified in Glasgow. 
Cases of dysentery were 5 fewer than in the previous week ; 
———| the largest returns for this disease were in Falkirk 37, Edin- 
burgh 31, Glasgow 22, Stirling County 11, Renfrew County 10. 

In Eire there was a general increase in infectious diseases, 
the totals being higher than last week by the following amounts: 
measles 34, whooping-cough 19, scarlet fever 14, diarrhoea and 
enteritis 14, diphtheria 13. Measles and whooping-cough were 
practically confined to two areas—Wexford, New Ross R.D., 
with 25 and 37 cases respectively, and Dublin C.B. with 13 and 
28 cases. 

In Northern Ireland the incidence of measles continued to 
fall, and the lowest total for nineteen weeks was recorded. 


The Measles Epidemic 


The notifications of measles in England and Wales, 23,216, 
reached the highest level since the outbreak of the war, when 
this disease was’ first made notifiable. The largest returns in 
1 the two preceding outbreaks were 20,146 in the eighth week of 
1943 and 17,853 in the first week of 1941. Although the inci- 
dence is now 22 times the minimum of last summer, the present 
level is not officially regarded as having reached epidemic pro- 
portions. From an academic point of view it is perhaps diffi- 
cult to decide what level of incidence constitutes an epidemic, 
because the returns are available for five years only, and the 
normal limits of the biennial rise’ are unknown. But notifica- 
tions 20 times higher than the endemic level seem to justify 
@ the description “ epidemic,” whether such totals occur periodi- 
cally or spasmodically. In the present outbreak the rate of 
imerease has been greater than in the preceding ones. The 
Notifications in eight-week periods are: 





Weeks 1944-5 1942-3 1940-1 
4$toS2 . « GD - ceccives 5. Beer 111,614 
1ws .. oe =TERNEO. ~ scqseces A22,3ED nn cccccs 128,705 





The regional distribution varies from that of the previous 
epidemic, the incidence being oer in the south and higher 
in the north. The notifications in London, 977, are only two- 
Friday thirds of the maximum weekly total for 1943, but Yorkshire’s 

. total of 4,961 cases is considerably above the previous maxi- 
mum. Deaths in the great towns during the first eight weeks 
of this year numbered 122, compared with 4, 155, 15, 178, for 
the corresponding periods of the four preceding years. The 
t rises in notifications during the week reviewed were: 
ital WH Yorks West Riding 586, Staffordshire 410, Middlesex 394, 
1, @ London 337, Durham 324, Essex 304. 


Typhus in Cologne 

Jenee™ . Typhus had appeared in Cologne before the Allied occupa- 
sturdy “On. The German authorities estimate that there are over 200 
;, R.Ng S48es scattered throughout the city. 


Week Ending March 3 
The notifications of infectious diseases during the week in 
gland and Wales included: scarlet fever 1,461, whooping- 
ough 1,462, diphtheria 470, measles 22,480, acute pneumonia 
905, cerebrospinal fever 77, dysentery 399, paratyphoid 3, 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vita! 
Statistics in the British Isles during the week ended Feb, 24. 


Figures of Principal Notifiable Diseases for the week and those for the corr) 
sponding week last year, for: (a) England and Wales (London included). (be 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease. 
are for: (a) The 126 great towns in land and Wales (including London). 

) London (administrative county). (c) _16 principal towns in Scotland. (d) 

13 principal towns in Eire. (¢) The 10 principal towns in Northern Ireland. 

A dash — denotes mo cases; a blank space denotes disease not notifiable or 

no return available. 
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1944 (Corresponding Week) 
Disease . i nsiitinihinte saan " ‘ 
| @ |O)/O|/@)/ ©] @ | © | ©O)/@) © 
Cerebrospinal fever. 1 #3} 377 2 4 7s) «67| on Us| 
aths mye : 1 2 } | 1 3 
Diphtheria... —.. | 457-17] 136] 104) 25] 690 26 173] 104) 28 
Deaths 7 a 3} — | a— TT a ey er 
_ See ee ee Ss a eee 
Dysentery = .. | 393} 34 135] 3) —] 234, 14 79) —|- 
Deaths en - | as | == i-i- 
Encephalitis lethargica, 
acute ‘ 3} — ij—j— a—)|—|i—|— 
Deaths }— -- 
Erysipelas a Ge 47} 17] 3 | 46, 10, 8 
Deaths a da — — | 
Infective enteritis or e | 
diarrhoea under 2 
years “* ate 23 | 8 
Deaths ‘a 52; 8} 8} 7] A 6 10) 12) 12) 6 
Measles* 23,216| 977| 453| 56] 93]1,796| 239! 196| 403, 1 
Deaths 21 2 2; — 1 i — en 4, — 
Ophthalmia neonatorum 78} 3) 1 | — 63 3} 19) 1 1 
Deaths if a | 
ieee 


Paratyphoid fever 
aths na 


— A 


| o—ha—— @ tela 
| fl ee | ee = 

61) 12] 13) 7 858) 61; 15), 2 6 
44 41—| WH 46 63} 3} 2 2 








Pneumonia, influenzalt 1,118 
Deaths (from influ- 
enza) on a 51 








| 

| 

Pneumonia, primary .. 
Deaths ——. : os 39 19} 10 48 


- | be | 





Polio-encephalitis, acute —_— 
ths - - 








Poliomyelitis, acute .. 3 — 
Deaths + ei a aia 








Puerpera! fever . . wi 3 
Deaths aie Wy 





Puerperal pyrexiat mn 153; 1 18} — | — 143 14 16) 2 - 
Deaths ka a 





Relapsing fever Wig — — , Poe eee gop 
. Deaths + one | 





117|-259) 19) $5 


a | am | oe 


Scarlet fever .. .. | 1,544) 49) 228] 22) 46)1,948 


ths — |—|}-—|-|}-] -| - 





Smallpox Bet is _ des lo 
Deaths in i a pe 





Typhoid fever .. - 6 1 1 7 — 7 
Deaths - se 








Typhus fever .. Lt ag py ey ee SSP 
ths is ee ay ye 











Whooping-cough 
Deaths - 


Deaths (0-1 year) 
Infant mortality rate | 
(per 1,000 live births) | 


1,539] 69] 151) 72 1,810) 164| 154 66. 16 
6 2 te Re 2 





445; 47) 67} 57 22) be 60} 61) SI; 2! 


| 


























Deaths (excluding still- ; 
births) = _. | $,503| 763| 730, 275| 130] 5,913] 1,246 653) 265) 152 
Annual death rate (per | 
1,000 persons living) | | 16-6) 17-7) § 150| 17-3) § 
Live births ¥ .. | 7,010) 792) 821] 441| 247]6,889, 854) 831 367, 278 
Annual rate per 1,000 | 
persons living... | 16-4) 28-5) § 16-9) 24-0) § 
Stillbirths oe) Am I 222] 17; 28) | 
Rate per 1,000 total | | 
births (including | 
stillborn) . ‘ 32 33) 
' 








* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ° 

¢ Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, bir! 
and death rates for Northern Ireland are no longer available. 
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Body Odour 
Letters, Notes, and Answers Q—A girl aged 12 has had to leave school on account of call a1" 
plaints by other boarders of a disagreeable smell emanating frog hydrobro 
her—this also being noticed by her "expen She has not menst think it ¢ 
All communications with regard to editorial business should be addressed to THE id find se for the complaint in urine, ete. —H 
yet. I could find no cau A—Hi 
EDITOR, British MepicaL JourNnat, B.M.A. House, TAvisTOCK SQUARE, : 
Lonpon, W.C.1. TeLepHone: EUSTON 2i11.  Tevecrams: Aifiology You suggest treatment? Scents have been tried without success, large dos 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for A.—In such a case it is necessary to exclude infection of the individua 
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ANY QUESTIONS ? 


Hysterorrhaphy 


Q.—I did an abdominal operation for dystocia. When the 
abdomen was opened the foetus was found lying free in the 
peritoneal cavity, the uterus had ruptured, and the placenta was still 
in the uterus. The infant was delivered out of the abdominal wound, 
the placenta was expressed, and the rent in the uterus repaired. The 
patient is quite fit to this day, and the baby is still alive and is 
2 years old. Is this operation a Caesarean section or hysterorrhaphy ? 

A.—Hysterorrhaphy is perhaps the best term to be employed for 
the particular operation. The case is of great interest clinically, 
because there is an implication that ‘the ruptured uterus had not 
been diagnosed. The literature on the subject shows that it is not 
uncommon to find an unsuspected rupture of the uterus after the 
abdomen has been opened. 


Diphtheria Immunization after Serous Encephalitis 


Q.—My boy of 13 suffered when he was 9 from-an acute serous 
encephalitis which developed spontaneously. It began with a rash 
and he developed gastro-intestinal disturbance, delirium, and con- 
vulsions. For one or two days he had a slight paresis of one hand. 
The C.S.F. showed 15 cells per c.mm. He made a quick and com- 
plete recovery. Is there any danger connected with an immunization 
against diphtheria ? 

A.—The illness “serous encephalitis” from which this boy 
suffered four years ago may have been due to one or other of several 
conditions. It could have been post-infectious encephalitis such as 
happens after measles, mumps, or vaccinia, but there is no, history 
of any such antecedent infection; it might have been a mild attack 
of polio-encephalitis (did it occur in the late summer, or was there 
poliomyelitis in the district?); or, with the history of an accompany- 
ing rash, it might have been a meningococcal septicaemia with some 
cerebral localization; or it may have been an acute allergic condi- 
tion, but to what? In any event, the advisability: of immunization 
against diphtheria is the point now in question, and in this con- 
nexion an antecedent ‘history of encephalitis of whatever aetiology 
is no bar to the performance of the Schick test, which in a boy of 
this age is an essential preliminary to artificial immunization. If 
the Schick test is positive and there is no pseudo-reaction with the 
control material, it is safe to go ahead with immunization—either 
two doses (0.2 and 0.5 c.cm.) of A.P.T. at one month’s interval or 
three doses of 1.0 c.cm. each of T.A.F. at 2- and 3-week intervals. 


B.S.R. Estimation by Westergren Tubes 


Q.—What is the technique of the B.S.R. estimation by means of 
Westergren tubes ? . 

A.—Westergren’s apparatus and tubes may be bought from any 
firm dealing with laboratory supplies. 0.4 c.cm. of a sterile 3.8% 
solution of sodium citrate is drawn up into a 2-c.cm. syringe, the 
needle of which is then introduced into a vein and the syringe filled 
with blood to the 2.0 c.cm. mark. The mixture of blood and citrate 
is emptied into a specimen tube, mixed well, and then drawn up as 
soon as possible in the special Westergren tube to the zero mark. 
With the finger on the top of the tube, the point of the tube is 
firmly placed on the rubber disk at the base of the Westergren 
stand, and the top of the tube slid under the spring clip. The 
blood must be examined within 3 hours of collection. The number 
of millimetres of clear plasma at the end of 1 hour is the sedimenta- 
tion rate. The normal values are: for men 2-5 mm., and for women 
3-7 mm. Sometimes a second reading is made after a further hour. 
The normal values for this 2-hour reading are: for men 7-15 mm., 
and for women 12-17 mm. It is essential that the Westergren stand 
be absolutely vertical, as slight variation from the vertical may cause 
considerable increases in the sedimentation rate. Many Westergren 


stands are made of wood and: are liable to warp, so this point must 
_ be watched. 






washed, and these should be changed twice a week. The hair shou pregnanc: 
also be washed frequently. The possibility that the child especially 
deliberately sucking some unpleasant-smelling tablets should powerful 
considered. ment. W 
; Penicillin Administration dryness c 

Q.—in an attempt to overcome some of the difficulties of penicill eve : 
treatment (painful injection, rapid absorption and excretion, destr Se 
tion by gastric juice) would any of the following methods dadrats 
administration be likely to be efficient: (1) frequent inunction of amin E 


penicillin ointment with a lanoline or preferably eucerine base 
(2) sublingual medication, (3) inhalation for certain diseases of 1 . 
respiratory tract, (4) suppositories for anal affections : 

A.—These are ingenious suggestions, and although there ar 
objections to them their usefulness could be determined only 
trial. The first two afe presumably intended as substitutes for intra 
muscular injection when systemic treatment is required. Wha 
the route of administration, the rate of renal excretion demands that 
the total daily dose absorbed should be not less than 100,000 units 
Little is known about the absorption of penicillin by the normal 
skin: unless this were unexpectedly free and rapid the disturbane 
to the patient at night by repeated vigorous inunction over a \ 
area might be greater than that caused by injections. Penicillin 
absorbed from the mouth, but part of the dose sO adminis 
would be swallowed and destroyed in the stomach; this must there 
fore be a wasteful method. Of the two forms of local treat 
suggested, inhalation, if frequently repeated, is theoretically so’ 
and well worthy of trial. Rectal medication is unpromising for 
reasons: that intestinal bacteria destroy penicillin, and that most 
intestinal infections are due to insensitive organisms. Apart from 
female gonorrhoea (which should be treated systemically) what 
infection in this area is there which could benefit? 


Multiple Telangiectases 


Q.—A patient has multiple telangiectases of the face and 
mucosa, resulting in alarming attacks of epistaxis of an arterial type 
They are extremely difficult to arrest, and treatment has caused con- 
siderable destruction of the nasal septum and inferior turbinates 
Any suggestions ? 

A.—The usual methods of treatment of telangiectases are by 
electrolysis, ignipuncture by galvanic or diathermic cautery, ne 
therapy, or by carbon-dioxide snow. Of these, electrolysis wi 
seem to be the method of choice in this case. The questioner does 
not state what treatment has already been tried. The destruction of ( 
tissue must’ have been due either to pressure from plugging or (0) O.—Wh 
sloughing from sepsis. Further loss of tissue ought to a 
vented by the local use of penicillin (if available), which shou a 
the ‘part free from septic organisnis. It could be applied in 
form of a powder, which could ‘be insufflated. 
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Menstruation and Epilepsy 


Q.—Is there any knowledge of the result of artificial induction of 
the menopause by x rays in the case of epilepsy occurring only at 
menstrual period ? , , 

A.—I have no personal knowledge of this having been done, n0f) 
do I know of any reference to it in the literature. It is by no me 
certain that the fits would stop, for although epilepsy often respo 
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Leukonychia according t 

Q.—What is the cause of leukonychia, and is there any reasoné vga 
certain cure for the complaint ? , fm currer 
A.—Leukonychia may be limited to small white spots or @ = ; _ 
verse bands, or may affect the whole nail substance. It has 6 p 
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explained by “soft”? areas which shrink and admit air, or 
coniuiate by defect of normal keratinization from injury or : 
nutrition. It is doubtful if the condition can be improved by 

ment. Simple cosmetic applications disguise but do not cure, 
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Hyoscine Hydrobromide 


of co Q—in view of the partial but undoubted success of hyoscine 
ng fre romide in the cure and prevention of sea-sickness, do you 
struatel think it could be used with good effect for pregnancy sickness ? 


A.—Hyoscine is effective for sea-sickness only when relatively 
large doses are used; and even then it is effective only in certain 
individuals. Holling, McArdle, and Trotter (Lancet, 1944, 1, 127) 
found that sea-sickness was more efficiently prevented by hyoscine 
than by any other drugs they tried. They noted no unpleasant side- 
elects except dryness of the mouth, and no effect on vision, on 
ability to shoot, or on capacity for physical exertion. But they 

int out that their experiments were performed on young, fit men 
and for short trips only—that is, the drug was not given by repeated 
administration over a number of days. The doses used were 0.6 mg. 
(1/100 grain) and 1.2 mg., the latter being more effective. It is 
doubtful whether hyoscine would be of any value in controlling 

ncy sickness, and the procedure would not be without danger, 
especially if the large doses mentioned were needed. Hyoscine is a 
powerful deliriant, and in some patients causes uncontrollable excite- 
ment. With repeated administration unpleasant side-effects such as 
dryness of the mouth and disturbances of vision might result. In 
pregnancy sickness hypnotic drugs are best avoided, though a mild 
sedative such as potassium bromide may be given to ensure sleep. 
Patients are best treated along general lines, including avoidance of 
dehydration, high carbohydrate diet, and the administration of 
vitamin B. In severe cases admission to hospital is advisable. 
of f ‘ Méniére’s Syndrome 
.Q—Could you suggest any treatment that will make the attacks 
of Méniére’s syndrome few and far between ? 


A.—The attacks of Méniére’s syndrome are thought to be due to 
faulty water metabolism, producing a “ waterlogged ”’ condition of 
the inner ear. Treatment is to avoid the ingestion of sodium salts. 
The use of table salt at meals is forbidden, some substitute taking 
its place. The daily fluid intake is also drastically reduced. If 
such measures fail, the offending labyrinth may be destroyed by 
injecting alcohol into the external semicircular canal. This is per- 
missible only when hearing is negligible in the affected ear, as the 
function of the entire inner ear is destroyed. 


Acroparaesthesia 


Q.—Is there any treatment for acroparaesthesia involving both 
fingers and toes in a woman of 65 who has to do all her own house- 
work ? 


A—It is, of course, necessary first to exclude an organic neuro- 
logical cause for acroparaesthesia—e.g., subacute combined degener- 
ation. Assuming such causes to be excluded; acroparaesthesia as 
seen in middle-aged and elderly women is probably circulatory in 
origin and usually responds quite well to the following mixture: 


R sLiq. trinitrini “ at ra mi 
Sod. brom. od oe a ai gr. 5 
Acid: hydrobrom. dil. sie v m 10 
Aq. ba a - ai ad 3ss 

Sig.: 3ss t.d.s. 


together with a small dose of thyroid extract, such as 1/2 grain a 
day. This treatment needs to be continued for several months. 





Chemical Contraceptives and Endocrine Activity 


, Q.—What is the method of choice of contraception in the case 
Id keep of a healthy woman of 27 who has had 2 children within 15 months ? 
in the To what extent do chemical contraceptives inhibit vaginal absorption 

of the endocrine constituents of semen, and are these “ endocrines ”’ 
of real benefit to the woman? 


_A—Previous replies to the first part of this question appeared 
in the Journal of Aug. 5, 1944 (p. 198), Nov. 4, 1944 (p. 615), and 
Feb. 24, 1945 (p. 282), and should be consulted. In general it can 
be stated that the most suitablé contraceptive in a case of this kind 
would be a Dutch vaginal pessary or a cervical cap, correctly fitted 
‘cording to size, and combined with a chemical contraceptive such 
4 phenyl mercuric acetate incorporated in a jelly or soluble pessary. 
_The second part of the question is more difficult. It was at one 
ume believed that the spermatozoa themselves can be absorbed by 
the epithelial celis lining the genital tract, and that the products of 
their destruction have some form of beneficial effect on the female 
Organism (Kohlbriigge’s theory). This is no longer believed, and 
according to the evidence available there is no reason to think that 
he absorption of spermatozoa has any endocrine influence. The 
view Current in some circles is that the fluid part of human semen 
r tramg‘ontains Some principle which, when absorbed by the vaginal (or 
as bemputerine) epithelium, is of importance to the woman. Its reputed 
r uects are mainly of a vague character, such as a sensation of well- 




















or ing; but apart from any other function it may have it is claimed 
y human seminal fluid promotes development or maturation of 
Ire. female genitalia, especially the uterus, and thereby. improves 


reproductive function. It is therefore argued that continued contra- 
ception leads to sterility, particularly if the method used is the 
condom or coitus interruptus. This view is based on scanty 
evidence, largely unconfirmed, and has only a few, but nevertheless 
ardent, advocates. While it is true that the vaginal epithelium can 
absorb hormones-re.g., oestrogens—and other substances, the 
majority believe that it has still.to be proved that seminal fluid 
contains any special substance, hormonic or otherwise, whose 
absorption by the genital tract is of any value to the woman. Even 
if it has, the nature of the substance remains in doubt, and it is 
therefore impossible to say how it will be affected by chemical 
contraceptives. However, it seems unlikely that such contraceptives 
would have any direct chemical destructive action, and they should 
not interfere with the absorption of this hypothetical hormone unless 
they are of such a nature that they damage the vaginal epithelium. 
and are therefore to be avoided in any case. 


Student House Officers 


Q.—What is the legal position of the student house officer as 
regards the ordering of dangerous drugs, and general “ answer- 
ability’’ in law—e.g., actions at law ? 


A.—The legal position of-a student in hospital is very debatable, 
and has never been clarified by decision or statute. He must him- 
self exercise a “* reasonable” degree of skill and care, a,.4 may have 
damages awarded against him if his professional conduct in these 
respects falls below the standard to be “ reasonably” expected, in 
the opinion of the court, of a student in his particular circumstances: 
How far the hospital governors, or his medical instructors or super- 
visors, can be held liable for his lack of skill or care probably 
depends on whether, in the particular case under review, the student 
at fault was allotted a duty which could “ reasonably” be con- 
sidered within his capacity. Perhaps hospital governors are not 
liable in any event, but instructors and supervisors almost certainly 
bear such a responsibility. As the circumstances of the particular 
case are all-important, the court would probably consider it reason- 
able to give students, in the difficult circumstances of wartime when 
qualified. men are scarce, more responsible work than they would 
be given in time of. peace. ' 

In the particular matter of prescribing and supplying dangerous 
drugs, the law is that only “ authorized persons "—for present pur- 
poses registered medical practitioners—may do so. Once the drug 
has been lawfully prescribed or supplied, it seems that anyone may 
lawfully administer it. In spite of the alteration in the conditions 
of hospital work, the Home Office has never extended the statutory 
authorization to students, and therefore a student may not lawfully 
prescribe or supply a dangerous drug except under the direct super- 
vision of a qualified man. On the other hand, the authorities have 
not shown any disposition to inquire into the present practice in 
hospitals. Their attitude is doubtless the admirable one of letting 
a hard-pressed and necessary body of persons do their work as best 
they can without interference. Unless public anxiety is aroused by 
some mishap, the present position will probably be allowed to con- 


‘tinue unquestioned. 


: Cold Pressor Tests 
* Q.—What are cold pressor tests? Are they of any clinical value? 


A.—If one hand is immersed in ice water (4° to 5° C.) a rise of 
blood pressure averaging 9 mm. systolic and 7 mm. diastolic is 
normally observed. In certain people the rises may be of the order 
of 40 mm. and 30 mm. respectively. It has been claimed that such 
high figures are characteristic of hypertension or potential hyper- 
tension, but this view is not generally accepted. The response 1s 
not peculiar to cold, as similar pressor responses are obtained with 
other stimuli which produce discomfort or pain. There is no con- 
clusive evidence that a hyper-reactive vasomotor system is correlated 
with a tendency to high blood pressure or arteriosclerosis, and cold 
pressor tests are therefore not of value in routine clinical work. 


Anxiety and Obsessional Neuroses 


Q.—How does one distinguish an “ anxiety neurosis” from .an 
“ obsessignal neurosis” ? What is the modern treatment for the 
latter ? 


A.—The term “ anxiety neurosis ” is used in the Services to cover 
both what Freud calls “ anxiety neurosis,” when there is an excess 
of production of libido as against discharge, as in coitus interruptus, 
and anxiety hysteria (phobias, etc.), which are psychogenic. The 
term “ anxiety states” may conveniently be used of all exaggerated 
anxiety, whether neurotic or otherwise (as in the “ conditioned 
anxiety "from bombardments). Such terms may be most simply 
understood when viewed biologically. When an organism is’ faced 
with danger it reacts (a) by preparatory changes in the autonomic 
nervous system, and with a release of energy; (5) by a state of 
mental apprehension; and (c) by discharge of energy in voluntary 
motility through the central nervous system, whereupon the organism 
achieves its end and is restored to a state of equilibrium. Disorders 
of the first type are the psychosomatic disorders, such as nervous 
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indigestion, palpitation, sweating, some headaches, etc. Disorders 
of the second type are the anxiety neuroses—generalized fear, the 
phobias, apprehension. Disorders of the third type are the conver- 
sion hysterias, which affect the functions of the central nervous 
system—such as hysterical blindness, deafness, anaesthesia on the 
sensory side, and paralysis on the motor side.. Which of these is 
the symptom “ chosen ” depends on many factors, partly accidental, 
partly tending physically to the weak spot, but mostly influenced 
by childhood reactions and personality types. There may be, of 
course, and often are, mixed conditions. In addition to these there 


are the sexual aberrations and perversions, which are the emergence , 


into activity of infantile modes of sensuous pleasure. 

In our illustration we have taken the biological responses to fear, 
but the same physiological and psychological effects may result from 
other emotions like rage, which often produces headaches; but the 
mental part consists of hate or anger, not apprehension. Further, 
these same results may occur when the danger is subjective, from 
within, from fear of an impulse or from a memory, in which case 
the body suffers all the same changes and produces the same 
physiological results to prepare to meet objective changes which are 
not there. ° 

The term “ obsessional neurosis’ is usually taken to refer to 
compulsive acts; but these may be of two types. In the first 
category come those impulses which are the emergence of some 
repressed aggression—e.g., the compulsion to strike or poison others, 
or the fear of doing so. Many tics are of this kind, for tics are 
aborted acts—e.g., the compulsion to strike may take the form of a 
tic of the arm. Obsessional neuroses of the secorid category are 
acts of a propitiatory kind—e.g., counting ten before speaking, 
walking on or over the cracks in the pavement, getting things exactly 
into line with the eyes. Over-conscientiousness and punctiliousness 
are obsessional character traits of the same order, being in essence 
propitiatory, and unconsciously designed to avert the dreaded con- 
sequences of forbidden desires. We may not know what these 
desires are, or that we are repressing them. But the necessity to 
keep them down.means that we go to the opposite extreme—it may 
be of over-punctiliousness, over-goodness, over-cleanliness—or that 
we resort to the performance of ritual acts. A mother, for instance, 
who for any reason does not want her child may feel guilty of this 
wish, and so become over-anxious about the child’s health; or she 
may develop a phobia that she will poison the child; or she may 
start to sterilize unnecessarily everything the child uses, not in the 
least knowing why. Obsessions are therefore mofbid mental com- 
pulsions due to a basic moral conflict. 

The outward feature which distinguishes the obsessions from the 
other neuroses—e.g., hysteria and sex-perversions—is their com- 
putsive nature; and, whereas the others are symptoms of some re- 
pressed tendency, the obsessional neurosis proper is primarily an 
act of the moral sense (or super-ego) against the repressed tendency. 
Reference should be made to the works of Freud, especially his 
Introductory Lectures. The modern treatment is obviously to dis- 
cover the underlying guilt, which probably goes far back into child- 
hood but which also persists at the present day, and to release 
the repressed emotion so that it might be used normally. But these 
are among the most difficult psychoneuroses to cure. 


INCOME TAX 


Payment for Services of Wife 


E. S.’s wife has an income of £25 in the form of interest. How 
much can he pay her for professional services without her having 
to pay income tax? 


*," The question is not affected by the amount of any “ invest- 
ment income” of the wife; that is deemed to be the husband’s 
income for income-tax purposes. If E. S. pays his wife £89 for a 
particular year, the result will be that she has an “ earned income ” 
of £89, against which can be set the earned income relief (1/ 10th of 
£89) = £9 and the £80 special relief to married women’s earnings, 
deaving nothing on which tax is due. If more than £89 is. paid then 
"tax begins to be payable. 

Sickness Benefits Ms : 

“ Optimist ”’ refers to a previous reply on this subject to the 
effect that sickness benefits are not taxable, and points out that in 
the case of Forsyth v. Thompson (heard in 1940) the benefits were 
held by the court to be assessable. 


*," The benefits referred to in the previous reply were those which 
are received for irregular and comparatively short periods. In 
Mr. Forsyth’s case the benefits were permanent—as he had been 
permanently disabled from carrying on his profession. The legal 
distinction is that the former payments are not “ annual payments,” 
but the latter were so regarded and held to be liable as such to 
income tax. How long a non-permanent benefit would have to run 
to qualify as an “annual payment” is not known. It would, on 
the basis of the Forsyth judgment, depend to a large extent on the 
likelihood of its indefinite continuance. 
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LETTERS, NOTES, ETC. 
Epileptic Fits in the Theatre 


Dr. Rosert Cairns (Barking) writes: Regarding the question ¢ 


epileptic fits in the theatre (Jan. 27, p. 138) the possibility 
endogenous hypoglycaemia should be considered. A detailed histe 


may reveal that the patient frequently misses a meal when he vied 


the theatre or cinem@, and his blood sugar is likely to be low. 
would be interesting to inquire whether he eats sweets or drir 
sweetened tea on such occasions, and if his attacks are prevented 
this way. A low blood sugar during the night would account 


his nocturnal attacks, and the nature and time of the last me 


before retiring-should be determined. Special investigations we 
include pre-breakfast blood sugar, glucose tolerance (6-hour cw 
and be directed towards detecting any abnormality of pituf 
thyroid, adrenal, or liver function. An abnormal tolerance 


with the absence of any abnormality of these organs is suggesti 


of pancreatic hyperplasia or adenoma. 


Rhubarb Leaves 


Dr. S. ConcHusHair (Dublin) writes: Dr. G. V. Ryan of Dubli 


states (Dec. 30, p. 876): “ The leaves of rhubarb as a salad we 
probably be safe enough. Cooking them breaks down the fibres 
ereleases the poison (oxalic acid) into the intestine... .” Q 
might think from reading this that to eat raw leaves of rhub 
would be safe since oxalic acid would be released from them 
cooking, but not otherwise, but this would be erroneous, as the 


leaves are poisonous; it is possible that one would not be like 


to eat sufficient to be poisoned. 


Translation, Please 
Capt. S. S. B. Gi_per writes: I find Dr. Burnet’s notes under 


head (Feb. 3, p. 174) rather confusing. During a recent enforces 


sojourn’ in the Reich I had many contacts with both French 

German doctors, and I found that my French colleagues aln 
invariably used the word charbon for anthrax, and anthrax for a 
buncle. The Germans use Milzbrand as a generic term for all t 
of anthrax and occasionally Milzbrandkarbunkel for the malig 
pustule. Although their word for carbuncle is Karbunkel, 

frequently loosely use the term Furunkel for lesions which, to Brit 
eyes, had long passed the stage of a folliculitis. I see that 

Lehrbuch der inneren medizin, which- gives English and Fre 
synomyms for many diseases, agrees with the above. It seems cle 
however, that in earlier days failure to recognize the differe 
between a malignant pustule and a carbuncle led, as Dr. Bu 


says, to an indifferent use of the same word for both conditions. * 


Mr. Geo. H. Bett (London, S.E.4) writes: The follows 
extracts may help Dr. Maurice McElligott (Jan. 13, p. 70). I 
only those phrases which define the words. 


French: 
Larousse XXe Siécle, vol. Il, p. 141: 
infectieuse causée par l’inoculation de la bactérie charbonne 

. . . pustule maligne... . 

Garnier et Delamare, Dict. de Termes Techniques 
Médecine, p. 107: Charbon, fitvre charbonneuse . . . bacté 
charbonneuse. 

German: 
Der Kleine Brockhaus, p. 464: Milzbrand (Anthrax), aku 


durch den Milzbrandbazillus verursachte Infektionskrankheit. :. 


Dornbliith, Klinisches Wérterbuch, p. 35: Anthrax, Milzb 

. . mit Bildung einer Pustel, Pustula maligna, Milzb 
karbunkel . . . Erreger, Milzbrandbazillus=Bacillus anthrae 

Spanish : 

Espasa-Calpe, 
Carbunco, . 
originaria por el Bacillus anthracis. 

Larousse, Diccionario de Medicina usual, p. 413: Pus 
maligna o carbunco (Bacteridia carbuficosa). 


Neither of the last two works mentions the word “ carbén” 
the meaning of anthrax, although the latter is translated from F 
and the obvious rendering of “ charbon” would be “ carbéa, 
such a term were really Spanish. But Spanish has suffered, perh 
more than any other language, by being flooded with the barbari 
of careless translators; “ carbén ” may be among them. 

Dr. James Burnet (Feb. 3, p. 174) introduces another langu 
and another subject. It may be helpful, therefore, if I give the m 
usual terms for (a) the disease caused by Bacillus anthracis 
(b) the ordinary carbuncle: 


(a) Anthrax.—French: Charbon (pustule maligne). Ge 
Milzbrand (pustula maligna). Italian: Carbonchio (pust 
carbonchiosa). Spanish: Carbunc(l)o (pistula maligna). 

(b) Carbuncle—French: Anthrax. German: Karbunkel. Ital 
Antrace. Spanish: Antrax. 


Diccionario Enciclopedico, vol. I, -p. 


Charbon, maladie 


te 


3 


. . el carbunco o puistula maligna es una enfermed 





